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Foreword 


‘Te TASK of selecting papers for the 1971 publication 
of the practice volume demanded intensive work because of the 
wider range of topics now pertinent to a practice volume. 

It was difficult to select from the varied papers which presented 
the expansion of the field of social work practice into new areas. 
This volume, then, is the first to reflect more fully the devel- 
opmental changes in practice. The Committee wishes to express 
appreciation to the authors of the papers submitted for the chal- 
lenge and to compliment them on the quality and diversity of 
their papers. 


VirGcInia L. TANNAR, Chairman, Subcommittee of 
the Editorial Committee 

ANNE WILKENS 

Haroitp R. WHITE 
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Abstracts 


PAuL ABELS 
“Instructed Advocacy and Community Group Work” 

The community group worker as an “instructed advocate’ for the 
poor in attempts to bring environmental change substitutes a leader- 
ship role for that of worker when mutually agreeable as a part of the 
contract between group and worker. Change, seen as “quest for 
community” by small units rather than the larger environmental 
system, is better directed and augmented by the local community 
subunits rather than by the larger system. 


MERRILEE ATKINS 
“A Family Approach to the Treatment of Alcoholism” 

Home family interviews, with all members present, can be a thera- 
peutic agent in the recovery of alcoholics by encouraging attitudes of 
interest and concern for wife and children in the victim, and the 
relief of loss, despair, abuse, and neglect attitudes in family members. 
In emphasizing relationships within the family, tendencies to retaliate 
become those of mutual sharing and understanding helpful to both 
the alcoholic and his children. 


ASHTON BRISOLARA 
“Drug Abuse Treatment Programs for Underprivileged Black 
Areas” 
Drug addiction is a brutal reality enslaving victims from all economic 
strata but most concentrated in the ghetto. Knowledge of addiction, 
its causes and correction, is ineffective without first reaching the 
addict with a well-planned attack in his behalf. Elements of planning 
should include educational programs, well-publicized, easy-to-reach 
telephone numbers, and the use of well-established and trusted neigh- 
borhood agencies in treatment. 


H. FREDERICK BROWN 

“Organizational Patterns to Combat Racism” 
Racism is defined as “one group in domination over others upon 
assumption of inferior worth.” Efforts to combat its evils have been 
made through locally based organizations, community confrontation, 
and metropolitan action systems, by institutional confrontation by 
minority caucus and ideological radical reform of student and youth 
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groups. Such attempts, under precarious funding and staffing, poorly 
defined goals, conflicting strategies, and inadequate evaluation have 
failed to make impact on majority middle-class institutions. 


MARcIALITO CAM and MERLE BROBERG 
“Heterosexual Development of Adolescent Blind Males” 

Although normal sexual development and behavior can be expected 
of socially blind youth, blindness tends to increase compensatory 
reliance on other senses and persons, and to create social withdrawal 
in fear of failure. Reactions will be affected by degree, duration, and 
suddenness of visual limitation. Effects can be minimized by addi- 
tional research, training, and education for the blind and for over- 
protective family and friends. 


HARRIS CHAIKLIN 
“Social Work with the Family on Release from Prison” 

A University of Maryland family assessment program, centered on 
identification of the strengths, weaknesses, and social characteristics of 
the family, is proposed as a plan for rehabilitation of prisoners dur- 
ing their prerelease period. The system provides for organization of 
family groups and participation of prisoners on a voluntary basis, as a 
means of relieving pressures of isolation from family and community 
following release from prison. 


LILLIAN FELDMAN 

“Homemaker-Home Health Aides: Coordinated Service Delivery” 
Aide service is available at cost through voluntary, nonprofit home- 
maker-home health agencies organized to recruit, train, and supervise 
aides. On-the-job training is provided through individual conferences 
and small group meetings within the aide agency with continuity of 
supervision achieved by assignment of a nurse or social worker as 
primary supervisor for each aide. Centralization reduces fragmen- 
tation and encourages more efficient use of personnel and funds. 


MAEDA J. GALINSKY and JANICE H. SCHOPLER 

“The Process of Group Goal Formulation in Social Work Practice” 
The complexity of the exploration and bargaining phases in group 
goal formulation will vary in the degree of agreement on goals 
and of latitude allowed members and worker (s). This degree of 
agreement and latitude will determine worker-client behavior and 
worker intervention required in goal formulation. Examples are 


drawn from such situations as social action, planning and treatment, 
and staff training groups. 
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Rev. BENJAMIN A. GJENVICK 
“The Voluntary Agency and the Purchase of Social Services” 

Purchase of services recognizes the universal need for certain services 
which may be publicly funded but provided under a variety of 
auspices. Participating voluntary agencies, under legally binding sale- 
purchase contracts, must ignore negative aspects of their charitable 
past to introduce objectivity into agency operations. Production and 
delivery of services in competition with other agencies will require 
over-all management efficiency in budgeting, worker time allocation, 
and quality evaluation. 


EMANUEL. HALLOWITZ 
“Redefining the Role of Hospital Social Work” 

Goals of hospital social work include direct casework services but 
should involve the patient care system, health related legislation and 
development of new knowledge in health and social work concepts. 
Goal accomplishment will require worker resistance to subordinate 
role assigned by physician or administrator and evaluation of the 
service delivery system and methods of intervention to improve com- 
petent functioning of patient care. 


LyNN HUBBERT 
“Private Enterprise Tackles a Senior Adult Program” 

The Senior Adults Program of the Texas Bank & ‘Trust Company of 
Dallas was inspired by the conviction that our senior citizens are an 
important national resource and that our strength depends on our 
full use of all resources. Its sucecssful educational program in han- 
dling problems of the elderly is offered through seminars in three 
areas: legal and financial planning, community and employment op- 
portunities, and leisure-time activities for retirees. 


Puytuis R. MILLER and Davin GUTTMANN 
“Social Services for the Aged in a Community Center’ 

Involvement of the elderly is important in planning services to keep 
them active in the community and to reduce the problems resulting 
from inadequate income or marital tensions, from a sense of useless- 
ness, loneliness, neglect or rejection by inattentive children or loss of 
old friends. Financial, employment, housing or psychological dif- 
ficulties may be increased by needs in such utilitarian areas as cook- 
ing, cleaning and shopping. 


RuTH M. PAULEY 
“Redesigning a Social Service Delivery System” 
Major goal of service delivery is to provide social services accessible 
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and responsive to the needs of the people served. Maximum efficiency 
will need the participation of both public and voluntary agencies to 
provide structure and method for establishing consumer needs and 
responsive attitudes for consumer involvement in all elements of 
planning and evaluation; for internal information systems, manpower 
development, resource mobilization and effective public information 
programs. 


NorMAN A. POLANSKY, CHRISTINE C, DE SAIx, and SHLOMO SHARLIN 
“Child Neglect in Appalachia” 

A Southern Appalachia project on child neglect and marginal child 
care supports the deterrent effects of poverty and personality defects 
of neglectful parents as causative factors in the emotional and intel- 
lectual growth of children. Findings stress the need for improved 
income, living facilities, home services, and casework training in 
recognizing and handling such parental types as the “‘apathy-futility 
syndrome,” “impulse-ridden character,’ retardation, depression, and 
ambulatory psychosis. 


LYNNE RIEHMAN 
“The Paraprofessional as a ‘New’ Social Work Student” 

A Bronx State Hospital career-ladder program for paraprofessionals, 
based on academic college preparation and professional identification 
with social work practice, was focused on student performance in 
patient care, academic potential, and learning motivation. Academic 
preparation stressed reading as a primary tool in communication. 
Practice seminars were related to ward assignments and the group 
process in role transition, coping with, and adapting to, academe and 
professional status. 


SAMUEL J. SILBERMAN 
“Improving the Partnership between Private Foundations and 
Social Welfare Programs” 
Healthy partnerships between foundations and social welfare are 
built on mutual interests, shared objectives, and complementary 
efforts toward common goals. Social welfare must recognize the im- 
portance of an involved constituency in general support and resource 
development, and revise its tendency to solicit funds for ‘“‘in- 
vestigation” to include action in reordering of priorities, implemen- 
tation of mergers or common use of facilities—greater recognition 
that in accepting grants they also accept responsibility, 
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Organizational Patterns to 
Combat Racism 


H. FREDERICK BROWN 


In MARCH, 1968, the National Advisory Commission on 
Civil Disorders (the Kerner Commission), appointed by the 
President reported: 


What white Americans have never fully understood—but what the 
Negro can never forget—is that white society is deeply implicated 
in the ghetto. White institutions created it, white institutions main- 
tain it, and white society condones it. 


Of [the basic causes], the most fundamental is the racial attitude 
and behavior of white Americans toward black Americans. 


Race prejudice has shaped our history decisively; it now threatens 
to affect our future. 


White racism is essentially responsible for the explosive mixture 
that has been accumulating in our cities . . .? 


Reverberations continue in this country’s struggle to respond 
to this central finding of “racism.” The report attempted to make 
clear the effects of racism in perpetuating the institutional dis- 
advantage of black people in America. ‘The recommendations for 
action, however, were limited to proposals of massive programs 
to help black people, which tends to imply that the problem is 
with the black minority rather than with the white majority. 

Daniels and Kitano suggest that the Kerner Commission had 
mistaken the true nature of the crisis, that “the visible and often 
violent and ugly racial and ethnic clashes do not represent the 
fracture lines in a previously unitary society, but represent rather 

1 Report of the National Advisory Commission on Civil Disorders (New York: 


E. P. Dutton and Co., 1968), p. 2. 
2 Ibid., p. 10. 
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the friction resulting from the attempts of these groups to enter 
into full membership in American society.” * 

Many liberal institutions and organizations, having felt the 
impact of the indictment of racism, began to reassess the tradi- 
tional approaches to human rights and struggled to find new ap- 
proaches. Younger groups with a more radical orientation have 
organized to develop programs attacking racism, independent of 
the traditional institutions or organizations. Spontaneously, 
around the country, programs sprang up without a central na- 
tional sponsorship and with extremely varied approaches. 

This is an attempt to describe the various organizational pat- 
terns to combat racism that have emerged since the issuance of 
the Kerner Commission report. It has not been possible to 
conduct a systematic study for a variety of reasons, chief of which 
has been the erratic pattern and instability of most of the twenty 
organizations in various parts of the country which were con- 
tacted. In all cases, the organizations were voluntary associations 
which consistently reported precarious funding and inconsistent 
staffing patterns. In some instances, such as minority caucuses 
within large, white-dominated organizations, there were few or 
no funds and only minimal organizational maintenance ma- 
chinery. 

The source of data has been any available written documents 
of these organizations, including news clippings and personal 
communication with leaders and members, and observations of 
programs where possible. This material was analyzed for the 
occurrence of common approaches to organization, ideological 
framework, typical strategies employed, and orientation toward 
individual racial prejudice. 

There has been a selective bias in favor of organizations of 
white people attempting to combat white racism. It can be 
argued that the most prevalent confrontation with racism is 
the activity of minority groups in confrontation with white- 
controlled institutions in a variety of ways. The phenomenon 
of the minority caucus in large, white-dominated institutions is 


3 Roger Daniels and Harry H. L. Kitano, American Racism (Englewood Cliffs, 
N.J.: Prentice-Hall, Inc., 1970), p. 118. 
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included because racism per se is often the change target of the 
organization. Other minority efforts, such as community control 
of institutions in minority communities, economic development, 
and political activity (Gary, Cleveland, and Newark, N.J.) have 
not been included, since their change agenda cover a wider scope. 

While systematic treatment of the problems of minorities and 
associational phenomena in minority communities continues to 
receive the serious concern of social scientists, similar treatments 
of majorities are distinguished by their scarcity. Paradoxically, 
this same society is structured politically on the principle of 
majority rule. Robert Bierstedt comments: “It is the majority 
. . . which sets the culture pattern and sustains it. . . . It is the 
majority which guarantees the stability of a society. . . . and it 
is the inertia of majorities, finally, which retards the processes of 
social change.” * With the emergence of organized and articu- 
lated demands by minority groups, the ability or inability of the 
majority to respond becomes increasingly crucial to the future 
stability of our society. 

The associational relationships within majority groups, whether 
through formal or informal organizations, provide the pathways 
to influence these majorities. Here, again, major attention to 
developing organizational techniques has been within minority 
communities, with relatively little attention given to the majority 
communities. Therefore, the primary focus has been formal or- 
ganizational patterns within the white majority communities 
and/or institutions. 


DEFINITION OF RACISM 


Racism has tended to be defined differently by various groups 
organized to combat it. The term has emotionally charged mean- 
ings, depending on the interpreter. Some critics ® of the Kerner 
Commission suggested that the usefulness of the report was im- 
‘paired by the recklessness of a few phrases, the chief one being 
“white racism.” This assessment suggests the extreme sensitivity 


4 Robert Bierstedt, “The Sociology of Majorities,” American Sociological Review, 
XIII (1948), 709. 
5 Max Ascoli, “Of Black and White,” The Reporter, March 21, 1968, p. 14. 
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of the white majority. A 1968 study by the University of Michi- 
gan, which included 394 whites in Detroit, found that 40 percent 
of the respondents had an almost hysterical response to the 
slogan ‘“‘Black Power . . . as meaning blacks rule whites.” ® 

There is no one basic definition of racism, but what the Kerner 
Commission called ‘‘white racism” is a product of the expansion 
of Europe and its technological superiority which since the fif- 
teenth century allowed Europeans and their extensions—the 
United States, the British Dominions, and the Union of South 
Africa—to dominate the entire world.? Technological success 
became interpreted as meaning the superiority of white men over 
all others. This mistaken assumption then became the basis for 
personal and racial prejudice and structural discrimination 
within society’s institutions. ‘““Racism,” as used by the Kerner 
Commission, means simply the existence of phenomena which 
place one group in domination over others upon the assumption 
of inferior worth. Albert Memmi further develops this definition: 
“Racism is the generalized and final assigning of values to real 
or imaginary differences, to the accuser’s benefit and at his 
victim’s expense, in order to justify the former’s own privileges 
or aggression.” § 

As society becomes more complex and we become more de- 
pendent upon formal organizations for the distribution of goods 
and services, these institutions reflect the attitudinal biases of 
the majority and create what some observers have described as 
“institutional racism.’’ Racism is then seen as controlling who 
receives “training and skills, medical care, formal education, po- 
litical influence, moral support, self-respect, productive employ- 
ment, fair treatment by the law, decent housing, self-confidence, 
and the promise of a secure future for self and children.” ® 

No single organization observed used a hard-and-fast definition 
of racism; in fact, they tended to avoid any definition. Therefore, 


6 Joel D. Auerbach and Jack L. Walker, “The Meanings of Black Power: a Com- 
parison of White and Black Interpretations of a Political Slogan” (unpublished 
paper, University of Michigan, 1968), p. 4. 

7 Daniels and Kitano, op. cit., p. 3. 

8 Albert Memmi, Dominated Man (Boston: Beacon Press, 1969), p. 185. 

9Louis L. Knowles and Kenneth Prewitt, Institutional Racism in America 
(Englewood Cliffs, N.J.: Prentice-Hall, Inc., 1969), p. 5. 
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clear-cut goals to which its activities could be directed were miss- 
ing. Consequently, the description of organizational patterns 
must be restricted to the issues, strategy, and tactics employed, 
and ideological positions and goals identified from these by im- 
plication. 


RACISM AS AN ORGANIZING ISSUE 


One of the clearest divergences in approach was the degree to 
which the organization overtly organized on the issue of racism. 
Most of the organizations pursued a course of direct attack on 
the issue. The problem of strategy is evident in an organization 
which reported, “We have met the enemy and they are us 
[sic].”2° How does one organize against oneself? In another 
instance, participants were asked, prior to participation, to ac- 
cept the assumption that “America is a racist society and all 
whites benefit from that racism.” 4 In other instances, organizers 
are committed “nonracists” but adopt a subversive style in which 
established organizations are infiltrated for the purpose of shift- 
ing the organization toward antiracist activities. Another pattern 
deals with racism only indirectly, placing emphasis on building 
a mass-based organization around issues of self-interest, an ap- 
proach which raises the possibility of the self-interest issue being 
that of opposing minority aspirations. 


LOCALITY-BASED ORGANIZATIONS 


Many organizations—human relations councils, civil rights com- 
missions, and fair housing committees—have traditionally been 
membership organizations with a defined locality, usually the 
town, subdivision, or county. These organizations tend to attract 
individuals who essentially agree with one another in opposition 
to what is perceived as the racist attitudes of the majority in that 
locality. In some instances, the organizations have consisted of 
various institutions with a common commitment to better 
human relations. Strategy tends to stress collaboration, with 


10 Pamphiet, Coalition for Action, Unity & Social Equality (CAUSE), Buffalo, 
N.Y., 1969. 

11 Program anouncement, Theory/Practice Conference on New White Conscious- 
ness, Detroit Industrial Mission and New Detroit, Inc., 1971. 
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tactics ranging from joint action to cooperation in educational 
activities. Generally, persons interviewed felt that the effects of 
traditional approaches were limited, and these feelings were 
often mentioned as the reason for attempting new approaches.” 


COMMUNITY CONFRONTATION 


A variety of grass-roots community efforts which have been as- 
sociated with, or have adopted the basic tenets of, Saul Alinsky, 
of the Industrial Areas Foundation, have been organized in 
predominantly white neighborhoods. Their supporters claim that 
organizational approaches can be effective in dealing with racism. 
The basic premise is that one works with people as people and 
does not assume that there are “good guys” and “bad guys.” This 
approach would not take it for granted that all white people are 
racists and would presume that white people can be trusted. 
The philosophy is that one organizes people in connection with 
what they want and in their own self-interest; by placing faith 
in the democratic process, a healthy community will evolve. 
Therefore, the label of “‘racism’’ would not be used; in fact, it 
would be deliberately avoided. 

Here the primary goal is to organize people, and the efforts of 
the organizer are directed toward building the organization and 
its power base. People are organized around institutional prac- 
tices. These practices would not be labeled “racist’’ but would be 
identified as operating against the self-interest of the members. 
In a white neighborhood facing racial transition, the tactic would 
be to attack real estate brokers as “panic peddlers” rather than to 
confront community organization members with their own racist 
attitudes. This strategy contends that close identification with 
any side of an issue about which the community is divided splits 
the organization and should be avoided. 


METROPOLITAN ACTION SYSTEM 


Emerging out of the awareness that metropolitan areas must seek 
intercommunity-coordinated solutions to urban problems, new 


12For an excellent discussion of the interrelationship of perceived change, 
strategy, and tactics see Harry Specht, “Disruptive Tactics,” in Ralph Kramer and 
Harry Specht, eds., Readings in Community Organization Practice (Englewood 
Cliffs, N.J.: Prentice-Hall, Inc., 1969), p. 372. 
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efforts have been launched to create suburban action centers to 
deal with racism. Metropolitan areas are broken up into many 
political subdivisions with little or no opportunity for the resi- 
dents to join with each other in mutual problem-solving. Coop- 
erative ventures are available neither between the all-white 
suburbs nor between black and white communities where more 
rigid barriers exist. 

Within the last three years, many of the major cities have ex- 
perienced major civil disorders which initiated many attempts at 
community self-examination. “Bigotry, prejudice, distrust, fear, 
hate: all are words which apply to a great many whites and. . . 
Negroes,” 13 was one finding of a blue-ribbon committee organ- 
ized after Detroit’s massive civil disorder in the summer of 1967. 
Hence, there was developed a variety of programs aimed at the 
problem of racism with a metropolitan scope. 

In the organizational phase, the emphasis is on obtaining 
major institutional commitments to participate in a coordinated 
attack on racism without spelling out specific programs. This 
philosophy suggests that specific proposals tend immediately to 
divide people prior to serious efforts to launch any program. 
Action targets are purposely not selected until basic data can be 
collected upon which programs can be designed. The basic effort 
can be characterized as an effort toward institutional reform. 
The action centers per se are judged able to undertake multiple 
activities. The centers are ‘viewed as an instrument, a mecha- 
nism, or a capacity” ** which will open communication, develop 
organized responses to community issues, and coordinate pro- 
grams of institutional reform. 

The programs are launched with a metropolitan focus but with 
a concentration of efforts in carefully selected communities. The 
selection of target communities basically revolves around the 
question: “Which communities if organized would make maxi- 
mal impact on the metropolitan area in its attempts to combat 
racism?” © In some instances, communities with the highest visi- 


13 New Detroit Committee Progress Report (Detroit: the Committee: 1968), 
p- 102. 

14 William T. Downs, Inter-Action Centers Proposal, Inter-Faith Action Council 
(Detroit: the Council, 1968; mimeographed), p. 8. 

15 [bid., p. 4. 
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bility of racial prejudice are selected, as well as communities 
with prestige residents who can exert metropolitan leadership. 
Other determinants include the extent of expressed citizen inter- 
est and expectations and the availability of local resources and 
institutional sponsorship. 

Programs vary in strategies applied. There is general acknowl- 
edgment of the urgency for action but an awareness that the 


existential urge to move sometimes precipitates less than effective 
action. With sufficient knowledge of dynamics, leadership, and struc- 
ture in a given community, specific action strategies can be devised 
which have reasonable chance of success. However, strategies [will] 
not be avoided because they tend to arouse conflict if they can pro- 
duce substantive results.1¢ 


In the metropolitan action system model there is strong relli- 
ance on rational organizational processes, with a careful analysis 
of community structures, leadership, and power relationships. 
Established procedure for obtaining change is preferred over dis- 
ruptive and polarized conflict strategies. For example, a cam- 
paign was launched in one metropolitan area to challenge the 
license renewal of the three commercial television stations be- 
cause of inadequate treatment of minority interests in program- 
ming, employment, and time devoted to community service. 

There is a recognition that not all communities are prepared 
to engage in direct-action programs on such a controversial issue 
as racism. Intensive educational programs are offered to build 
initial support and increased sensitivity to the issues of the urban 
crisis. ‘The types of action which lend themselves to rational 
deliberative effort are usually long-range in nature and involve 
major elements in the metropolitan community. For instance, in 
the Detroit area two of the most important auto producers have 
announced plans for large investments in real estate develop- 
ments in two white suburban areas. The staff resources of the 
Inter-Faith Action Center were deployed to seek information on 
these proposals at several levels in the metropolitan community. 
Contacts were developed with the main offices of the auto com- 
panies, the union, in the local community, at the regional plan- 


16 [bid., p. 8. 
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ning level, and eventually with the institutions which might 
support efforts to insure that these massive new projects were 
developed in such a way as to contribute toward equal housing 
and job opportunities. These contacts were the basis for devel- 
oping an over-all strategy with carefully selected interventions, 
including an advocate planner engaged to develop ideas incor- 
porating nonracist goals. 

In other instances, the issues were essentially local. For exam- 
ple, a group of white families invited black children to stay with 
them for two weeks during the summer in all-white suburbs. 
When these families went to the local swimming pools with their 
guests, incidents occurred. Having anticipated reaction, key com- 
munity leaders had been alerted to assist in intervening with 
municipal authorities, resulting in open-pool policies within two 
days for all guests of all residents. Admittedly, merely local efforts 
do not solve the problem of segregated communities, but they 
do provide successful experiences upon which the larger problem 
solution can be undertaken by the community. Local efforts inte- 
grated into the larger metropolitan action system do have poten- 
tial for significant results. 


INSTITUTIONAL CONFRONTATION 


Minority caucuses, composed essentially of middle-class profes- 
sionals with a commitment to the black revolution,” are a phe- 
nomenon of many large, middle-class, professional organizations 
that began in the late 1960s. Initially, institutional confronta- 
tions were between minority groups of blacks and predominantly 
white organizations. It is acknowledged that black leaders have 
often served as buffers between a hostile and unsympathetic white 
community and oppressed black people. Institutional structures 
and their related social systems are seen as the arena for confron- 
tation. 

There is distrust of the white leadership of organizations serv- 
ing black people, based on the long history of institutional 
racism and the inability of white leaders to change it materially. 


17 See poster, “This Is Our Bag: Code of Ethics for Black People,” Association 
of Black Catalysts, Chicago, 1968. 
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Almost without exception in the major institutions observed 
there were few or no blacks who had any significant power or 
control in the organization. This makes these institutions espe- 
cially vulnerable to confrontation strategies—a vulnerability 
most evident in the schools, community services, and law en- 
forcement. Further vulnerability is seen in those professions or 
institutions which have a code of ethics. For example, the Black 
Manifesto was delivered to all white churches, black social work- 
ers confronted their national organizations, and black Methodists 
confronted their bishops. Therefore, the boundaries of this or- 
ganizational model becomes, in one respect, defined by racial or 
ethnic considerations and, in other respects, by the given institu- 
tional system. 

Essential to institutional existence in a society which claims 
allegiance to democratic ideals is the explicit or implicit sanction 
of institutions in that society, based on those ideals. Open ex- 
posure of racist practices threatens to delegitimize the institution 
in the public mind. Therefore, the strategy of the black caucus 
is to attempt to make public what appear to be racist practices 
or policies; or possibly it is more accurate to say that the caucus 
attempts to expose inconsistencies between the institution’s stated 
values and its behavior. 

One technique employed is to submit a list of demands to the 
institution, usually at a convention or large meeting, and to re- 
quire an immediate response. If the organization ignores the 
demands, it thereby seems to demonstrate its unwillingness to 
respond to black people’s aspirations. Conversely, to respond 
affirmatively tends to support the initial accusation. ‘The moral 
position assumed by the confronters creates moral ambivalence 
in the established leadership of the target institution. There 
is some evidence that under stress the leadership is slow to 
devise strategies for guiding organizational responses to the dis- 
sidents; this tends to place the initiative with the caucus, and 
there is conscious exploitation of the medias’ appetite for cover- 
ing the conflict. In this way a public image is created of an orga- 
nizational leadership uncertain of its policies or capitulating to 
demands. The tactic is to ask for immediate negotiations with 
the constituted power body in the organization—the board of 
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directors, executive committee, bishop’s cabinet. Out of the nego- 
tiations there usually emerges some agreement or commitment, 
ranging from substantive organizational changes to explicit allo- 
cation of funds. For example, the National Conference of the 
American Institute of Architects publicly committed itself to an 
urban priority, recruitment of minority architects and architec- 
tural students, and an effort to raise $25 million to support these 
purposes. 

The relatively small group of caucus members who are the 
primary actors in these confrontations are usually spontaneously 
organized during the period of the given conference. Several indi- 
viduals may engage in strategy sessions which raise preliminary 
questions about the conference agenda or program. The tendency 
toward spontaneity in these confrontations has a built-in weak- 
ness in the relatively vague organizational structure of the cau- 
cus for following up the organization’s commitment. However, 
when confrontation strategies are coupled with organized and 
legitimated follow-through action by the caucus, substantive in- 
stitutional modification is possible. An additional factor may be 
introduced in the form of conservative reaction within the organ- 
ization to what is considered to be capitulation to radical elements 
at public meetings. Out of the public limelight the organization 
is apt to respond to this conservatism in its membership. The 
established leaders of the organization are then faced with the 
dilemma of making good their public commitments while un- 
dergoing internal pressure for rejection of the demands. Con- 
servative reactions are very probably coupled with threats of 
withdrawal of financial support. The caucus has no financial re- 
sources of its own and must rely on the strength of its moral posi- 
tion, the organizational leadership’s good will—possibly integrity 
—and the threat of further disruptions at future public meetings. 
If the caucus has sufficient structure to maintain its presence in 
postpublic negotiations, some definitive outcomes are possible. 


IDEOLOGICAL RADICAL REFORM 


Groups composed primarily of young, white, middle-class people 
have little or no faith in the existing institutions in American 
society. They are, in fact, committed to the radical reorganization 
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of society. They are inclined to define American society as essen- 
tially materialistic and racist. It is their contention that if Ameri- 
cans were stripped of their material possessions and their racism, 
they would have nothing left. Therefore, not only black people 
but all Americans are victims of the society, and a radical reorien- 
tation of American values is needed. Institutions within Ameri- 
can society are the prime promoters and maintainers of the nega- 
tive American identity and the subordinate position of black 
people. The radicals repudiate the traditional liberal efforts of 
the past and present; for instance, they would consider it a form 
of racism to ask black people to integrate into a white racist 
community. 

Since there is a basic assumption that all institutions are at 
least inadvertently racist, organizational efforts are designed to 
create strong reference groups from which will emerge the insti- 
tutions of the future society. Within the organizations, members 
experiment with new life styles, reinforce one another’s antiracist 
ideology, and try to relate humanly to one another, conceding 
that this is extremely difficult. Because the materialist and racist 
tendencies are so pervasive it is acknowledged that members will 
be co-opted unless they have strong support from their reference 
groups. These groups may take on many of the functions of 
primary groups *§ in which there are frequent and intensive in- 
teractions among members. 

Organizational strategies are extremely varied because “radical 
reorganizationalists” are experimenting, and readily acknowledge 
that uniform strategies or specific programs have not emerged or 
are not necessarily desirable at this time. These groups seek long- 
range changes in American ideology as well as in basic institu- 
tional forms, and therefore they are willing to devote their ener- 
gies to spreading the “word” and building the movement. Where 
these groups are formally organized and have some wider com- 
munity support,’® they are frequently called upon for speaking 


18 Eugene Litwak and Henry Meyer, ‘‘A Balance Theory of Coordination be- 
tween Formal Organizations and Primary Groups,” Administrative Science Quar- 
terly, June, 1966, p. 31. 

19 People against Racism, initially organized in Detroit, has functioning chapters 
in several major cities, a national office, and has received some attention in the 
mass media which included national television appearances. 
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engagements and will conduct intensive weekend seminars to 
allow individuals and groups to explore the full implications of 
an antiracist society. 

Members devote considerable time in historical research into 
the roots of racism in specific institutions. Educational materials 
are developed based on this research. For example, church records 
were found to include an eighteenth-century letter from an 
Anglican bishop permitting Anglicans in the colony of Maryland 
to hold slaves in violation of church rules providing they treated 
them well and saw to it that they received religious instruction. 
This and other materials were used in a training program for 
clergymen. There have been some efforts to develop materials 
for curriculum use in the public schools or in “liberation 
schools” sponsored by organizations or youth groups. 

The organizer’s community activities include the development 
of antiracist organizations and deliberate efforts to influence hu- 
man relations councils, church groups, and so forth. The mem- 
bers of these young radical groups may attend meetings of other 
community groups, participate in discussions, and attempt to 
influence their strategies and tactical decisions. ‘The objective is 
to have people become involved in relevant issues from which 
they will learn something of the tenacity of racism and the in- 
ability of most institutions to respond quickly to demands for 
change. ‘These experiences are expected to move individuals and 
organizations toward consideration of the need for radical reor- 
ganization. 

In planning direct-action strategies as an organization, these 
emerging groups can be quite realistic regarding the changes 
they feel they can accomplish. The chief impact of direct action 
is not on the institutions but upon participants and observers. 
Issues are raised and sharpened for people to think about as they 
have new emotional experiences. This experiential learning can 
be an important first step in people’s taking a new look at their 
society, its institutions, and how they operate. 

Citizens of Royal Oak, Michigan, following the assassination 
of Martin Luther King, Jr., were shocked to find that the police 
would arrest them and hold them for several hours when they 
staged a silent march which clearly threatened nothing but 
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which, nonetheless, violated the Michigan governor’s limited 
emergency proclamation prohibiting assemblies of three or more 
people. Through experiences of this nature individuals and 
groups achieve new perspectives which, it is hoped, will commit 
them to a need for radical change. 

One of the unique ways in which young radical groups have 
been able to function with relatively meager resources is by group 
living situations. Four or five young people live together, with 
two of the group working full time at regular jobs to free the 
others to devote full time to organizing. In some instances, 
groups are helped by sympathetic community groups. In most 
organizations there is a strong commitment to subsistence-level 
salaries for all persons paid for organizing; the affluent living of 
the middle class as typified by the suburban life style is con- 
sidered too materialistic and is avoided. Since these stringencies 
require a high level of individual commitment on the part of 
organizer and participants, the numbers of people involved will 
probably be limited. 


CONSIDERATIONS FOR THE FUTURE 


There are substantially fewer directly funded efforts to combat 
racism than there were in the period immediately following the 
Kerner Commission report. The programs have not been able to 
demonstrate concrete impact on the problem of racism. Some of 
the underlying factors creating this difficulty seem to be: 

1. Poorly defined goals and the absence of agreed-upon pro- 
grams for accomplishing them 

2. Conflicts in strategies, such as community development 
versus an antiracist focus 

3. Preoccupation with organizational maintenance because of 
the precarious financial base 

4. Evaluation of programs nonexistent or only indirectly 
linked to actual programs. 

One might say that the combination of the recession and poli- 
cies introduced by the Nixon Administration which actually re- 
inforced past racist policies prevents any significant effort toward 
change in the established minority-majority interaction. In spite 
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of this negative climate some new efforts are being attempted. 
The Ford Foundation has funded a number of depolarization 
projects, aimed at the lower-middle ethnic working class. Na- 
tional religious groups are evaluating projects directed at the 
white middle class and attempting to develop more effective 
approaches. Universities are tied into both of these efforts for 
developing needed social data and evaluation of outcomes. 

Most encouraging is the commitment to the development of 
effective techniques for working with the middle class. Further- 
more, the emergence and revitalization of institutions serving 
minority communities in which minority group members assume 
primary responsibility will confront the majority with the need 
for major restructuring of our major institutions. 


Instructed Advocacy and Community 
Group Work 


PAUL ABELS 


An INSTRUCTED ADVOCATE ! is a social worker whose ad- 
vocacy is defined and limited by the group with which he works, 
and whose major task is to work with the community in its ef- 
forts to bring about environmental change. 

Historically, people not able to find solutions to their prob- 
lems have sought help from others. Where possible, they have 
attempted to set and limit the terms under which they would 
accept this help so that they could still maintain a maximum 
degree of autonomy. For example, the community in fourteenth- 
century Zaragoza, Spain, demanded oaths even of their new kings: 


We who are as worthy as you and could do more than you, elect 
you king on condition that you preserve our privileges and liberties, 
and that between you and us there shall be someone with power 
greater than yours (the law). If this shall not be so, we say no. 


Similarly, the tasks for the instructed advocate are mutually 
defined by community and worker, and it is the agreed-upon 
“contract” that binds them together and helps determine their 
roles. 


COMMUNITY GROUP WORK AS AN ENGAGEMENT PROCESS 


We define our community as “interactions within a Gestalt of 
individuals and groups seeking to achieve security and physical 
safety, to derive support at times of stress, and to gain significance 
and autonomy.” 

Community group work is a social work process in which the 


1 This author first made note of “instructed advocacy” in “Community Group 
Work,” National Conference on Social Welfare, 1969. 
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worker helps the members learn ways of utilizing each other, the 
worker, and a broad range of resources as the means of working 
on community problems related to environmental change. The 
worker involves himself in actions which help the group achieve 
the specific goals it has set for itself as it is able to partialize and 
bring these into focus. He has four major goals: (1) to help the 
group achieve its purpose; (2) to help the group remain together 
as a unit long enough to achieve these purposes; (3) to enable its 
members to function in an autonomous manner; and (4) to help 
the group come to terms with its community (environment). 

One key to this learning process seems to be the ability of the 
worker to help the community engage in change. Engagement 
consists of involvement in the change process; commitment to a 
certain goal and method of action; and movement in action to- 
ward accomplishment of the goal. 

The start of a change process is choice—to seek help with a 
problem or not; to listen or not; to reveal himself or not—and 
this choice must remain the individual’s. The choice that is 
made will often depend on the nature of the contact that is made 
between the individuals and the agent, and so involvement is re- 
lated to the nature of the confrontation that takes place between 
the two. During the involvement process there is an attempt by 
the change agent to meet head-on the differences that may exist 
between the two so that they can become one, a working unit, a 
purposeful action unit. 

There is an attempt to bridge the gap that arises between peo- 
ple so that some relationship or connection can be made between 
them. Relationship is the “bonds of feeling” communicated 
among the participants in the transaction. 

Groups become involved when they are aware of some conflict 
which creates tension or stress enough that the group feels it 
must be modified. The initial task of the worker is to help the 
group clarify what its tension is related to. What does it wish 
changed? What are its goals? 

Involvement. A number of authors have discussed some of the 
techniques which they feel are important in attempting to get 
people involved in the processes of change. Bruner has discussed 
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the “discovery” concepts of learning, pointing out that people 
will become involved in the things that interest them, and that 
in fact this might be one of the strongest motivators for change.? 
Allied with this approach, Thelen suggests that the beginning 
of an educative experience is an encounter in which something 
happens to pique the interest of the person.® Bion suggests the 
“violation of expectations” as one way of involving people in 
change.* 

The key, however, seems to be the acceptance that something 
“different” must take place which can act as a catalyst for initial 
engagement. In addition, there must be human contact and a 
moving out to the individual in a way that bridges the differ- 
ences that many people fear and expect will be present between 
them. What we are seeking here is contact which reflects a mu- 
tuality of concern and an unrestricted feeling of helpfulness 
from the total person, not just the “‘professional role.” ‘The thrust 
of many of the concerns of youth, encounter groups, communes, 
and “countercultures” maintains this striving for connections 
with people on a feeling level, the development of human bonds. 
During the involvement phase we come to realize that the factors 
influencing relations among members of the transaction will 
play an important part in the outcomes. There must be some 
joy in the relationships as well as in the accomplishments. 

Commitment. The commitment phase is an attempt to move 
from mutual understanding to a “readiness,” a partialization of 
the problem with some plan for next steps and a commitment or 
contract. It is a commitment to work, and requires the develop- 
ment of a work culture in the group. 

The partialization of the problem around clarified needs per- 
mits working on the part of the problem that can be handled 
now. The planning is really a creative process that grows out of 
the integration of possibilities that are discussed. It should lead 
to a mutual commitment to take certain steps toward some speci- 


2Jerome S. Bruner, Toward a Theory of Instruction (Cambridge, Mass.: 
Harvard University Press, 1966), pp. 113-28. 

3 Herbert Thelen, Education and the Human Quest (New York: Harper & Row, 
1960). 

# Wilfred Bion, Experiences in Groups (New York: Basic Books, 1961). 
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fied goals. This mutual commitment is an initial “contract be- 
tween the members and the workers’ related to goals and means.” 5 
The goals are established, and a tentative grand strategy is 
worked out. 

Movement in action. The commitment to goals and means is 
a start on the work process but precedes movement in action. 
Action is the public attack on the problem and depends on the 
ability to risk change, success, and defeat. Groups can learn to 
risk and to act, and this political process (decision-making and 
social interaction) can be practiced in the group. The worker 
and the group become an action unit directed at a target in an 
environment system. 

Rational action requires the ability to cope with reality and to 
recognize and assess the rewards and costs in action and inaction 
and the group’s ability to act. The worker’s task is to help the 
group make this assessment. 

The movement in action phase is a process of tactic exposition 
in two areas: the action tasks and the supportive tasks: 

The action tasks consist of those public tactics (even if they 
are behind the scenes) which the group has decided to attempt or 
which are “reactions of the moment.” These are primarily aimed 
at achieving the environmental change goals of the group and 
involve contacts outside the group. 

The supportive tasks take place during the process of organiza- 
tion building. These include mediation among group members, 
role clarification and development, practice of action tasks, tactic 
development, and so on. They also include recruitment and 
publicity but are not directly related to primary goal achieve- 
ment. 


THE WORKER AS “INSTRUCTED” ADVOCATE 


The need for advocacy seems most crucial during the action 
phase of the engagement process, and most particularly in pursu- 
ing action tasks. As action-oriented community groups are faced 
with confrontations with power groups which they feel they are 


5 Paul Abels, ‘““The Social Work Contract: Playing It Straight,” National Associa- 
tion of Social Workers, Cleveland, 1967 (mimeographed). 
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not able to cope with, demands for new worker roles have 
evolved, and one such role is that of “instructed advocate.” This 
role involves speaking and acting with, and on behalf of, an 
action unit in the context of a particular problem, and as a 
planned tactic. “Instructed” means that the group permits the 
worker to take this role and limits and directs its use. 

It is important that when the role of instructed advocate is 
delegated to the worker and accepted by him there be a clear 
understanding of the reasons for doing so and its temporary 
nature. It is not seen as a style of operation but as a role to be 
used when needed. This role when linked to Schwartz’s mediating 
roles extends the goal accomplishment potential of the worker- 
group system.® 

The mediating model has brought the worker and the group 
closer together, but another step is needed in the warp and woof 
of the worker-client relationship. The concept of mediator in- 
cludes within it the idea of intercessor, someone who pleads on 
behalf of another, an instructed advocate if you will. This aspect 
of the role broadens the orientation of the mediator and permits 
the kind of action that is demanded by all groups, but particu- 
larly by adult, social-change-oriented groups. 

The assumption by the worker of the role of instructed advo- 
cate or intercessor on behalf of the group is not meant to imply 
that he should direct the action of the group. We must distin- 
guish between interceding as a technique with the enabling ap- 
proach to be used when the needs of the group demand it, and 
being directive as a basic approach (as opposed to nondirective). 
It is possible to use democratic means to direct the group toward 
the worker’s preconceived goals. Advocacy “kills” when it takes 
the decision-making process out of the hands of the group. 

The decision as to when the instructed advocate role is needed 
is made, not in the light of worker purposes, but of the group’s 
purpose. To insure this, the worker must be identified with the 
group and familiar with their goals and aspirations, their 
strengths, limitations, and potential. He is then in a position to 


6 William Schwartz, “The Social Worker in the Group,” in The Social Welfare 
Forum, 1961 (New York: Columbia University Press, 1961), pp. 146-77. 
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assess quickly with them whether intercessor action to strengthen 
the current purpose of the group might satisfy their short-term 
needs but jeopardize the long-term needs. His actions as inter- 
cessor must be taken in light of both short-term and long-term 
needs, and must promote both. He can only do this if he is in 
tune with and identified with the needs of the group; and if the 
group is willing for him to assume this role. This action should 
be taken when there is group consensus, and when it does not 
violate the professional integrity of the worker or his contract 
with group or agency. 

Additional factors influencing the worker’s decision will be 
his view of the stress exerted on his group by external forces and 
the ability of the group to deal with these forces. Where the 
opposing forces are overwhelmingly aligned against the com- 
munity change goal, and the goals are legitimate in terms of our 
professional values, then the role is also legitimate. 

There are also critical points in the life of a group when 
instructed advocacy acts as a catalyst. The first public action of 
the group may be one such point, as would be any crisis situa- 
tion. We need to reemphasize the need to advocate in public 
actions while not using this role internally when the group works 
on its supportive tasks. This is a rational use of advocacy. 

During some phases of community action, group needs will lead 
to a call for help which can only find solution by instructed 
worker advocacy. ‘The worker must be extremely careful in 
taking this step to reiterate to the group his reluctance to take 
action on their behalf into his own hands. But the luxury of 
waiting before taking important action until the group is power- 
ful enough to carry it through by itself (without worker advo- 
cacy) is simply not acceptable to grass-roots organizations, nor to 
our emerging profession. 


The Process of Group Goal 


Formulation in Social Work Practice 


MAEDA J. GALINSKY 
and JANICE H. SCHOPLER 


Goa. FORMULATION IN GROUPS may be a relatively 
simple or an involved process. Most people have experienced the 
satisfaction of being part of a group whose members quickly de- 
cide on goals and a plan of action. For instance, a group of 
mothers in a low-income housing project may have an urgent 
interest in protecting their children because of a recent accident 
in one of the buildings. They move immediately to planning for 
shared supervision of their children and improved playground 
facilities. In contrast, a patient government committee in a 
mental hospital, selected by an authoritarian administration and 
given little power, epitomizes the complexity and frustration 
which may be associated with goal formulation. Meetings may 
drag on interminably as members strive unsuccessfully to find 
a purpose which is meaningful to the group and acceptable to 
the administration. 

Since social workers help clients select goals in groups under 
different conditions, an understanding of variations in the goal 
formulation process is useful in anticipating client and worker 
behaviors and in providing appropriate guidelines for worker 
intervention. Two factors which appear markedly to affect the 
difficulty and duration of goal formulation are: the degree of 
initial agreement, or consensus, among members of the group 
system; * and the degree of latitude allowed the group system in 


1“Group system” refers to the collectivity composed of both worker(s) and clients 
as members of that system. However, we will follow the convention of referring to 
the worker member as worker and the client members as members. 
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selecting goals. Among the numerous factors that may influence 
the goal formulation process, consensus and latitude have been 
selected because of their relative importance and utility in de- 
scribing variations in social work groups.? 

Consensus represents the extent to which the parts of the 
group system, the worker and the members, agree on goals.* For 
a group to be effective, there must be sufficient consensus on 
which goals the group will pursue. “Sufficient consensus” means 
that the group has enough support for particular goals to mobi- 
lize members. While it is probably necessary for a majority of 
the members of the group system to agree on group goals, sufli- 
cient consensus cannot be defined solely in terms of absolute 
numbers. The structure of the group system must also be con- 
sidered. One or more high-status members who desire goals in 
opposition to the worker or the majority of other group members 
may block effective movement toward goals. When the worker 
disagrees with a majority of the members, he may, by virtue of 
his position and his control of resources, prevent them from 
pursuing their stated goals. Therefore, sufficient consensus exists 
when a majority of the members of the group system agree on 
goals and priorities, and when the worker and high-status mem- 
bers of the group are included in that majority. Consensus will 
be insufficient in the absence of any of these factors. 

Latitude refers to the degree of freedom the group system is 
allowed in bargaining for goal choice or, more specifically, to the 
power the members have in determining the range of alternatives 
open to the group and the attractiveness of these choices.* For 
instance, some groups are formed by an agency for one specific 
purpose, such as orientation, and they are confined to that pur- 


2 The concepts of consensus and latitude are drawn from the problem-solving 
literature which provides the basis for our description of the goal formulation 
process. See especially John Thibaut and Harold Kelley, The Social Psychology of 
Groups (New York: John Wiley and Sons, 1959), pp. 256-57. 

3 Consensus, or agreement about goals, is the factor which defines goals as group 
rather than individually based. For a review of the literature, see ibid., pp. 256—6o. 

4 According to Thibaut and Kelley, the selection of individual and group goals 
is a joint function of the individual’s or group’s assessment of its power over the 
tasks and the quality of outcomes to be obtained. For further discussion, see ibid., 


pp- 149-68. 
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pose regardless of the desires of the members. Other groups have 
a wide range of choices open to them, and members may formu- 
late a variety of goals, or at least choose one goal from a wide 
range of goals. Thus, latitude may be either restricted or open, 
depending on the constraints placed upon the group system.° 

In social work groups, the agency is a primary source of con- 
straints. Through its policies and procedures, the agency can 
either restrict the group or provide it with an open choice of 
goals. Since agencies rarely allow completely free choice, a group 
may be regarded as having open latitude whenever the worker 
can allow members to consider choices from a wide range of 
alternatives and is given the means to help the group implement 
these choices. Latitude will be viewed as restricted whenever the 
agency limits the worker’s role as a bargaining agent, withholds 
the resources necessary to implement a desirable alternative, or 
dictates a narrow range of goals from which the group must 
select.® 

In predicting the impact of varying conditions of consensus 
and latitude, it is helpful to view group goal formulation as a 
process involving first an exploration and then a bargaining 
phase.’ During the exploration phase of goal formulation, group 


5 Our use of restricted latitude is similar to the nonvoluntary relationships 
described by Thibaut and Kelley. In this type of relationship, the individual is 
constrained from pursuing more favorable alternatives and has no power over 
other people in the relationship. See ibid., pp. 169-87. 

6 Although we have limited our present focus to agency constraints, any member 
of the group system may find his participation in the goal selection process re- 
stricted for a variety of external and internal reasons. Clients may be inhibited in 
expressing or defending their goal choices because of a lack of verbal skills, feelings 
of inadequacy, social pressures, or status. The worker’s freedom will be affected by 
his status in the agency, his skill and creativity in working with groups, and the 
place of group work services in the total agency program. In planning a strategy 
of intervention, however, the group system’s latitude in goal selection, as defined 
by the agency, is probably the most significant factor. 

7 Our conceptualization of exploration and bargaining phases in group goal for- 
mulation is drawn primarily from the joint decision-making processes described in 
Richard Walton and Robert McKersie, “Behavioral Dilemmas in Mixed-Motive 
Decision Making,” Behavioral Science, XI (1966), 370-84. A more complete state- 
ment of worker and client perspectives and their relationship to the exploration 
and bargaining phases in goal formulation is presented in Janice H. Schopler and 
Maeda J. Galinsky, “Goals in Social Group Work Practice: Formulation, Imple. 
mentation, and Evaluation,” to be published in Paul H. Glasser, Rosemary C. 
Sarri, and Robert D. Vinter, eds., Rehabilitation and Treatment Processes in Work 
with Groups. 
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members and the worker share their common and conflicting 
perspectives on various alternatives for group action. This phase 
requires cooperation and provides a basis for establishing com- 
monality. Once members gain an understanding of each other’s 
motives and goals, the group system must come to a working 
consensus on which goals members will pursue, the order in 
which they will pursue them, and the most appropriate means 
for reaching the goals. The bargaining phase of goal formulation 
may involve competition and conflict among the parts of the 
group system. 

The combination of sufficient or insufficient consensus with 
open or restricted latitude produces four conditions. Each of 
these four conditions can be expected to produce different conse- 
quences for the duration and difficulty of goal formulation in the 
group system and will require different worker responses. 


CONDITION I: SUFFICIENT CONSENSUS—-OPEN LATITUDE 


When the group begins with sufficient consensus about which 
goals would be desirable and is allowed open latitude in goal 
selection, exploration and bargaining should be relatively short 
and uncomplicated. During the exploration phase, the members 
and the worker will recognize commonalities as perspectives are 
discussed; the motives underlying goals may vary, but such differ- 
ences are not likely to produce conflict since there is sufficient 
consensus about the ends the group will pursue. Cooperation 
should be the dominant theme in this condition. A bargaining 
phase will be required only if a number of goals are contem- 
plated and priorities need to be established. Because of open 
latitude, there is opportunity for flexibility in setting priorities. 

The worker’s main role in this condition will be to facilitate 
the expression of consensus. He will also be concerned with in- 
creasing commitment to goals.§ During the exploration phase, 
the worker should create an atmosphere of acceptance so that 
similarities among members can be shared easily and verbal com- 


8 A variety of factors will influence commitment to goals, but various investiga- 
tions indicate that is it important for all members to be involved in goal selection, 
whether or not the goals reflect all personal preferences, and for members to per- 
ceive a high degree of consensus. See Thibaut and Kelley, op. cit., pp. 260-63. 
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mitment to the selected goals can be obtained. For example, a 
worker in a senior citizens center can help group members to ex- 
press their common interests in obtaining reduced bus fares. If 
bargaining for priorities is necessary, the worker should help the 
group develop norms and procedures which encourage all mem- 
bers to express their preferences. During priority determination 
the worker would urge clients to select as high priorities those 
goals which have the most common interest and greatest imme- 
diacy. Further, those members who dissent from the consensus 
may be offered an opportunity to incorporate their goals on a 
low-priority basis.? All members, however, would be encouraged 
to affirm their commitment to the high-priority goals. For exam- 
ple, with a teen-age group in foster care, whose members are 
preparing for independent living, the worker may encourage all 
members to give high priority to visiting various types of housing 
because of the reward potential in the trips; and a shy member’s 
desire to discuss dating behavior may be considered as a low- 
priority item since most members are not usually concerned 
about dating. 


CONDITION II: SUFFICIENT CONSENSUS—RESTRICTED LATITUDE 


A relatively short period of goal formulation should be antici- 
pated in this condition since there is sufficient consensus on goals. 
As in Condition I, members can be expected quickly to recognize 
their commonalities during the exploration phase, and bargain- 
ing may be unnecessary except in regard to establishing priori- 
ties. The restrictions on latitude in formulating goals may, how- 
ever, create motivational problems which can complicate this 
condition. Although members agree on goals, they may only 
express their support because they are fully aware of the con- 
straints imposed by the agency and know they have no other 
choice if they wish to receive service. Involuntary client mem- 
bers, especially those in closed institutions, such as prisons and 


® Decisions which reflect the preferences of all members may result in greater 
group effectiveness; and only when achievement of the various group goals will 
benefit all members is the norm to help each other invoked. See Dorwin Cartwright 
and Alvin Zander, “Motivational Processes in Groups,” in Cartwright and Zander, 
eds., Group Dynamics (3d ed.; New York: Harper & Row, 1968), pp. 403-06. 
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state hospitals, may have no apparent choices open to them and 
may have little motivation to become involved in goal selection 
or implementation.!® 

In addition to promoting the expression of consensus, the 
worker in this condition may be primarily concerned with moti- 
vating members to work toward the goals on which they agree. 
During the exploration phase the worker will want to acknowl- 
edge agency constraints and attempt to gain some verbal commit- 
ment from members." If bargaining on priorities is necessary, 
the worker should insure fair play and interpret any agency re- 
quirements. Whenever latitude is restricted, the worker should 
be alert to the possibility that consensus may not be based upon 
any real commitment to goals. The most effective strategy, then, 
may be to help the group move quickly through the exploration 
and bargaining phases so that they can become involved in more 
rewarding, goal-directed activity. A group of school children who 
have been sent to meet with the social worker in lieu of expul- 
sion may readily, but unenthusiastically, agree to goals related to 
improved behavior. Their commitment may remain minimal 
until they find that new classroom behaviors, practiced in the 
meetings, are rewarded by changes in their teachers’ attitude and 
treatment of them. 


CONDITION III: INSUFFICIENT CONSENSUS—-OPEN LATITUDE 


Whenever a group initially lacks sufficient consensus on goals and 
has no restriction in goal selection, fairly lengthy exploration 
and bargaining phases can be expected. The unlimited range of 
alternatives offers the possibility of finding some common pur- 
pose which will resolve differences and be acceptable to a suffi- 
cient number of members. This freedom, however, may result in 
prolonged confusion. Without guidelines for goal selection, the 

10 Thibaut and Kelley discuss the consequences of being in a nonvoluntary rela- 
tionship. They emphasize that life becomes empty and monotonous; the necessity 
for making choices is often eliminated, and the ability to make decisions may be- 
come dulled. See Thibaut and Kelley, op. cit., p. 173. 

11 Of course, whenever latitude is restricted the worker may attempt to increase 
the latitude allowed by the agency in goal selection. In the cases where this is 


possible, however, we would be more likely to classify the group system as having 
open latitude. 
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group may interminably explore alternatives without ever reach- 
ing a decision on goals. During the exploration phase, members 
may also vie for power in an effort to promote their goal prefer- 
ences. If mutual respect and trust, as well as norms of equal 
participation, are not established prior to bargaining, goals may 
be selected during bargaining as the result of a lengthy power 
struggle. Such goals are not likely to represent the interests of a 
large number of group members. 

Due to the potential confusion under these conditions, the 
worker’s role will be to provide direction during the goal- 
formulation process. The worker must insure that members 
develop some mutual trust and understanding of perspectives 
during the exploration phase. Although he will encourage equal 
participation, he may need to set limits on the number of alterna- 
tives considered and move the group to the bargaining phase 
once some degree of cohesion is established. Even with appro- 
priate norms and cohesion, the worker can expect bargaining to 
be lengthy and conflictual due to the divergence of interests. 
Since the worker as well as the members have open latitude in 
bargaining, the worker should help members select realistic cri- 
teria for goals. Then, he may attempt to work toward a compro- 
mise solution; or, he may help members select a series of goals 
which will incorporate various interests. For instance, a group of 
parents meeting with a worker at a mental health clinic may ex- 
press a range of preferences which include an interest in education 
about emotional development, discussion of causes of mental ill- 
ness, child care arrangements for disturbed children, and organi- 
zation of parent groups to obtain legislative support for a special 
program in the public schools for mentally ill children. Although 
the worker had formed the group for treatment purposes and had 
planned to focus on parents’ involvement in their children’s 
pathology, he compromises with the members and is able to 
obtain sufficient consensus for the goals of understanding and 
handling problem behavior in children. The worker supports 
involvement in legislation and helps interested members form 
a parent organization for this purpose. If it appears impossible 
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to formulate goals which fairly represent the differing interests, 
the worker may need to disband or recompose the group. 


CONDITION IV: INSUFFICIENT CONSENSUS—RESTRICTED LATITUDE 


Goal formulation can be expected to be fairly lengthy and diffi- 
cult in this condition since the group system does not have suffi- 
cient consensus and will be restricted in its choice of goals. The 
difficulty of goal formulation may be increased by member 
resistance to agency constraints during the exploration phase; 
and bargaining may be conflictual because of hostility and 
frustration created by these agency restrictions.!? In addition, the 
different types of insufficient consensus possible under this condi- 
tion will affect interaction during goal formulation. For instance, 
the members may agree among themselves but differ from the 
worker; the high-status members may disagree with other mem- 
bers and the worker; or there may be little agreement among all 
parts of the group system.%* 

Since the worker must obtain sufficient consensus for goals 
designated by the agency or help members select goals from a 
range of choices acceptable to the agency, he will need to manip- 
ulate conditions during goal formulation to optimize the attrac- 
tiveness of the restricted alternatives. During the exploration 
phase, the worker must attempt to help members gain some 
understanding of agency restrictions. Further, ample opportunity 
should be provided for discussion of varying member perspectives 
since some member interests may fall within the range of agency 
constraints. In the bargaining phase, the worker may have to use 
whatever means of power he has to attract members to goals ac- 
ceptable to the agency. Thus, he may try to win their personal 
esteem, invoke the legitimacy of his position, draw on his exper- 


12 Resistance and frustration under restricted latitude will be most likely when 
clients are not in a completely nonvoluntary situation and thus still hold some 
hope for more auspicious alternatives and some sense of power over their choice. 
See ibid., p. 186. 

13 It is important to note that these same variations may occur in Condition III 
and should influence planning. However, with open latitude the critical concern is 
likely to be with the confusion created by extensive alternatives. 
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tise, “bribe” members through rewards, or threaten them with 
negative sanctions." 

The process of gaining consensus on agency-directed goals may 
be especially difficult when the members agree upon goals that 
are unacceptable to the agency. For example, in gangs the attrac- 
tiveness and strong peer group support for delinquent goals help 
individual members maintain a sense of power and continue 
resistance. In instances in which members themselves do not 
agree on goals, the worker may have a better chance of success. 
He may concentrate on gaining agreement from a few high-status 
members who can then influence other group members; or he 
may try to incorporate, on different priority levels, a number of 
goals acceptable to the agency. When groups do not reach agree- 
ment within a “reasonable time,” the worker may need to modify 
group membership or terminate service. If, however, the group 
must continue and members are not willing to compromise, the 
worker may have to make decisions on goals unilaterally or with 
the aid of a limited number of members. This may occur, for 
example, when a group is a required part of an institutional 
program or when a staff committee reaches a deadlock but has 
no power to disband. When groups find it necessary to operate 
without sufficient consensus, they are likely to have problems of 
member motivation. 

This framework offers a rationale for understanding events 
that happen during group goal formulation. The concepts gen- 
erate broad predictions about the types of interpersonal rela- 
tionships that are likely to result in each of four conditions of 
consensus and latitude and the worker styles which are most ap- 
propriate to each. Although further work is needed to assess the 
accuracy of these predictions, it is hoped that they will prove 
useful in facilitating the process of goal formulation in social 
work practice. 

14 These worker interventions derive from the five types of social power distin- 
guished by French and Raven: referent, expert, reward, coercive, and legitimate. 


See John R. P. French, Jr., and Bertram Raven, “The Bases of Social Power,” in 
Cartwright and Zander, op. cit., pp. 259-69. 
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Cin NEGLECT AS A PROBLEM is not unique to Appa- 
lachia; it is ubiquitous throughout the United States. Moreover, 
even though statistics indicate that the incidence is higher among 
the poor, it is to be found on all economic levels and in all ethnic 
groups. 

On the other hand, Appalachia is rather special in a couple 
of ways. To begin with, it is rural. It is well to remind ourselves 
that many millions of Americans continue to live in the country. 
In fact, as Leon Ginsberg has pointed out, 30 percent of America 
is still rural, and 40 percent of its poor are.” 

Many of those who are overloading the social and health 
services of urban areas are refugees from rural blight. Consider- 
ing the forbidding character of our large cities, it is astonishing 
that people should go to them, but the migration is more under- 
standable to us because of our own work among the rural poor. 
The city promises nothing, but it offers at least uncertainty; 
there are pockets of economic nothingness in the countryside 
which, for a given man or a given family, contain no hope at all. 
So they move. Therefore, while it is natural that so much brain 
power and money are devoted to our cities, it is no more than 
prudent to attend a bit to other sections of the country from 
which their human burden is recruited. 

Southern Appalachia is also special in another way. In this 


1The research reported here was supported by Grant PR 1200 from the 
Children’s Bureau, Social and Rehabilitation Services, to the School of Social 
Work, University of Georgia, Athens. 

2Leon H. Ginsberg, “Social Problems in Rural America,” in Social Work 
Practice, 1969 (New York: Columbia University Press, 1969), p. 177. 
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fabled land, it is said, magnificent speciments, nourished on 
equal parts of turnips and sipping whisky, loaf away their days in 
shameless pleasure, such as lolling on the courthouse lawn. 
Women rise from their looms to join their husbands in square 
dances. Cultural values peculiar to the area are said to be per- 
sonal honor, integrity of one’s word, and independence, all 
thoughtfully blended with good-natured tolerance of incest. 
Actually, one has to search to find a Southern mountaineer who 
fits the stereotype, and nearly everybody has a television set. So 
it may be of interest to compare child neglect as urban social 
workers know it with the version we know in Appalachia. 

Our theoretical approach may seem rather old-fashioned. We 
admit to a continuing preoccupation with individual dynamics 
in understanding child neglect, and, fortunately or not, this bias 
has been rather consistently supported by evidence from our 
research. 


WHAT IS NEGLECT? 


It is hard to define neglect. The only way to please everyone is 
to be so abstract and so vague that all operational referents are 
lost. Nevertheless, in trying to reduce neglect to measurable 
terms researchers become aware of: 

1. Observable actions and failures to act by the parents which 
are certainly dangerous to the child here and now (abandonment) 

g. Actions and failures to act which are not directly observed 
but which can be safely presumed because of the child’s symp- 
toms (malnutrition; untreated illnesses) 

3. Symptoms and sequelae in the child which very probably 
correlate with some form of parental neglect in the past (juvenile 
delinquency) 

4. Existing unsavory life conditions which have a high prob- 
ability of damaging the child’s future but which cannot be 
guaranteed to be destructive (maternal prostitution; parental 
criminality). 

In other words, as researchers we find a mixture of the directly 
observable and the inferential at various points in time. Such a 
blending, in fact, is to be found in the criteria laid down by the 
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American Humane Association, to whose definition of child 
neglect we pretty much subscribe.’ 

A major nuisance in attempting to define neglect as an entity 
is that it encourages all-or-none thinking. Inevitably, we find our- 
selves pondering: is this child, or is he not, neglected? In practice, 
however, we are usually dealing with cases on a continuum rang- 
ing from excellent care to parenting so bad that we have no 
difficulty in labeling it ‘‘neglectful.” 

Partly because of such difficulties, we found it preferable to 
use our Childhood Level of Living (CLL) scale.* This is a value- 
free yardstick, largely descriptive rather than inferential. It was 
designed to assess the life circumstances and parental care of a 
rural five-year-old especially, but it since proved useful with 
other age ranges and also in urban settings. Using this scale, we 
can compare children who are relatively higher or lower in life 
style, whether or not there has been adjudicated neglect. 

We have also been able to establish some associations which 
provide an empirical basis for concerns that all of us share. ‘Thus, 
in the American Humane Association’s definition, it is stated: 
“It is presumed that physical, emotional and intellectual growth 
and welfare are being jeopardized when, for example, the child 
is malnourished, ill clad, dirty, without proper shelter or sleep- 
ing arrangements.” ® As a result of our research we can report 
that these presumptions are not presumptuous. The factors men- 
tioned do, in fact, correlate with emotional and intellectual defi- 
cits in children. 


THE PREVALENCE OF CHILD NEGLECT 


Sheer numbers of cases are always of significance. In the year 
ending June go, 1970, in North Carolina, 2,258 children were re- 
ported neglected, with subsequent evidence tending to support 
the charge. In the same period, some 195 youngsters were re- 
ported abused. Identified neglect seems to be about ten times as 
prevalent as child abuse. The disproportion would be magnified 


38The American Humane Association, Children’s Division, In the Interest of 
Children: a Century of Progress (Denver: the Association, 1966). 

4 Available from the senior author at the University of Georgia, Athens. 

5 American Humane Association, op. cit., p. 25. 
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many times if we were able also to count all the children in the 
borderland which we call “marginal” child care. 

We have reason to believe that both neglect and abuse are 
underreported. A child may be living under dreadful conditions, 
but if he is Negro, or if his family is well known to be in the 
lowest lower class, his condition is likely to be dismissed with the 
comment, “Well, that’s the way they are . . .” This was said of 
a mother and four youngsters living all winter in an abandoned 
trailer, and of a family of nine living in an old school bus. Both 
families were receiving payments from Aid to Families with 
Dependent Children (AFDC)! This may seem incredible to 
workers in urban slums, but for really terrible housing one has 
to go to an upland county where there is no housing code, no 
housing inspection, and sometimes no pity. Child abuse in the 
country is underreported for another reason, too. Some of the 
people who attack their own children are generally known to be 
dangerous, and like most people in the area are armed. A neigh- 
bor would cross such a man if he attacked him or his kin, but not 
to protect the man’s children. 

The social costs of child neglect go far beyond whatever is 
spent on emergencies. Child neglect, or marginal child care, 
plays a role in the majority of decisions to place rural children 
outside their own homes. The sad histories of youngsters re- 
manded to our state training schools bring this forcibly to mind. 
Probably the majority of those under age fifteen might more ap- 
propriately have been picked up as neglected children rather 
than as delinquents. But, placement of a delinquent is a charge 
upon the state rather than upon the county. 


CHILDHOOD POVERTY AND AFDC 


The initial concern of our research program was with all chil- 
dren who had to be placed away from home. We were led to 
study child neglect and associated conditions because they play 
such a part in precipitating placements. The study of neglect, in 
turn, drew our attention to the two major causative factors: in- 
fantilism in the maternal personality and family poverty. 

Our obsession with marginal child care has given us an un- 
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common view of the many facets of poverty for the children of 
our rural poor. Poverty varies in this one small section of the 
country among a group of children nearly all of whom are locally 
born, of parents who still live close to their own birthplaces. 
Genteel poverty seems rare in this generation, but shabby pov- 
erty is not. We have also listless poverty, drunken poverty, empty- 
gut poverty, gap-windowed poverty. To the very young child, 
poverty is bearable if he survives. Later in life, he may even 
romanticize it. 

Our work sensitized us to small variations in the lives of chil- 
dren which might not constitute noteworthy differences if viewed 
from a middle-class standpoint. Having developed the CLL, we 
were in a position to ask a variety of questions not ordinarily 
connected with the study of neglect. There was an opportunity 
to contrast the lives of a group of youngsters on AFDC with a 
fairly comparable sample of children from families who were 
also low in socioeconomic status but were not living on public 
assistance. ‘To contrast the care received by a child on AFDC 
with that of an “average” American youngster is too gross. The 
discrepancy in income is tremendous. There is also a difference 
in life style related to social class which confuses the picture. 

Our data come from two studies. Results of the first have been 
reported in several places. It involved sixty-five mothers and 
their five-year-old children in a rural Appalachian county. ‘These 
were all intact families, with a father at least nominally present. 
Nearly all had incomes below $3,000 annually; none had more 
than $5,000; only three were currently on AFDC. This was our 
sample of the self-supporting poor, the nonrecipient group. Each 
of these members was seen from five to eight times by one of 
our research social workers to collect history and descriptions of 
the present style of family life. Information was supplemented 
by collateral contacts. Ratings were made of the care the child 
was receiving, using our CLL scale. Mothers and children also 
underwent psychological testing. 

The other group consisted of ninety-one AFDC cases under 


6See Norman A. Polansky et al., “Verbal Accessibility in the Treatment of 
Child Neglect,” Child Welfare, L (1971), 349-56. 
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the care of seventeen workers in six other mountain counties in 
the same area. The sources of information were the record and 
the worker currently carrying the case. We included only families 
known to the agency at least a year, and to their current worker 
at least six months. The CLL scale was filled out by the worker 
during an interview in which we participated only to the extent 
of clarifying the meanings of terms we were using. In addition, 
we were able to get information regarding other aspects of the 
case through reviewing the record and supplementing it with 
further discussion with the worker—a process that, we have 
learned, is absolutely essential since so much more is often 
known than is recorded. 

Much has been said about the effects of mobility on AFDC 
families. Our sample was very stable. Eighty-nine percent of 
these women were born either in the county of current residence, 
or in one immediately adjoining. The need to have families who 
were reasonably well-known to the agency may have biased us 
slightly in the direction of including those who had been on 
AFDC for a long time. ‘The median length of time on AFDC was 
nearly five and a half years; one quarter of the sample had been 
receiving payments for ten years. On the whole, however, the 
sample is reasonably comparable to that reported by Burgess 
and Price‘ in their nationwide study of AFDC. 

The Childhood Level of Living Scale. The CLL is a composite 
instrument which contains a number of subscales, each measur- 
ing a different aspect of child care. ‘The subscales range from 
such basic issues as the intactness of the house, its heating, the 
quantity and appropriateness of available food, to issues of cogni- 
tive development and emotional security. The scale is so con- 
structed that the higher the score, the poorer the level of care. 
Table 1 gives the means for the total CLL scale, and for each of 
those components on which we had enough data to make com- 
parisons. 

As may be seen in this table, the over-all CLL score for a 
child on AFDC in our mountain counties tends to be poorer 


7M. Elaine Burgess and Daniel O. Price, An American Dependency Challenge 
(Chicago: American Public Welfare Association, 1963). 
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than that of children of the self-supporting poor, but individual 
difference is not statistically significant. On such necessities as 
food, shelter, safety, and medical care the level of living of the 
nonrecipient child is actually no better than that of the AFDC 
child. Only in respect to the amenities do significant divergences 
appear. AFDC children are less likely to have changes of clothing 
that fits. In their homes, bed linen, eating utensils, and furnish- 
ings are scarcer; even the possession of a television set is contrary 
to welfare agency policy in some counties. They are seldom taken 


TABLE 1 


LEVELS OF LIVING OF AFDC AND NONRECIPIENT CHILDREN 


Self-supporting 
AFDC Families Families t 

Housing 6.2333 6.1692 N.S. 
Food 2.6483 2.1846 n.s. 
Safety 2.6373 2.5230 N.S. 
Medical care 1.5494 1.5692 N.S. 
Grooming 2.4065, 2.5538 N.S. 
Clothing 2.4285 1.3692 2.70** 
Home comforts 5.6043 3.4615 ce i 
Promotion of curiosity 3.9450 3.0769 FB fs 
Maturity of discipline 1.8461 2.3230 2 Se S* 

Total CLL 29.9000 25.2300 Be hag 

> p <".10 ofp <01 lial Spel" (opposite to 


prediction) 


on trips or exposed to enriching experiences. Only in respect to 
discipline were AFDC parents judged superior, and here we 
strongly suspect that our standards may have been more demand- 
ing than those of the AFDC workers. 

One thing we learn from these statistics is that it would re- 
quire a tremendous inflow of money to make a real impression 
on poorer youngsters in these counties. When the standard of 
children of the nonrecipient poor is so close to that of AFDC 
children, we become aware how pervasive rural poverty really is. 

One thing we had not fully anticipated was the catastrophes to 


40 Child Neglect in Appalachia 


which children on AFDC are commonly exposed. In Table 2 we 
list evidences of parental deviance which were significantly less 
prevalent among the nonrecipients. Some of these are expectable 
because of the family’s being on AFDC in the first place. Others 
indicate an instability not found so often in the other homes. 


TABLE 2 


PARENTAL INADEQUACIES 


Percentage of Percentage of 
AFDC Self-supporting 


Familial Vicissitude Families Families > 0Po™ 
Out-of-wedlock pregnancy 49 9 .O1 
Extramarital affair of one or 

both parents 44 18 .O1 
Incapacitating use of alcohol by 

either parent 36 9 01 
Physical violence between parents, 

or against relatives, neighbors 32 9 O01 
Severe psychosomatic complaint in 

one or both parents 47 20 .O1 
Eviction by landlord 17 Co) .O1 
Frequent moving (once per year 

or more) 38 oO O01 
Overcrowding due to families 

“moving in on each other” 51 3 .O1 
Neglect complaints received by 

welfare department 38 14 .05, 


* Based on Chi-square test 


A number of these domestic difficulties—extramarital affairs, 
incapacitating use of alcohol, physical violence—are associated 
with the life style of all people low in education and income. It 
surprised us, however, to learn how much more common they are 
among long-term AFDC families than among their neighbors. 
Even health complaints for which no physical basis could be 
established were more common in the AFDC group, although, 
as the figures show, they are by no means unusual among low- 
income mountaineers in general. Indeed, the amount of pathology 
in families on AFDC seems to be overlooked by those who have 
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been advocating splitting off services from determination of 
financial eligibility. These families may not have been profiting 
from what they have been getting—which, in terms of casework, 
is just about nothing—but they surely need something. 


Twelve-year-old Hester lives in a dilapidated four-room shack heated 
by an open fireplace. The furniture is antiquated rather than an- 
tique; food scraps lie about the floor; a foul odor pervades all, espe- 
cially in the winter when one dare not air the house and lose what 
heat it has. There is an indoor toilet, but it is stopped up, so the 
gully in front of the house substitutes. Hester is on the honor roll in 
grade school, which is amazing in view of the fact that she has major 
responsibility for such washing, ironing, and meal preparation as is 
done, plus dispensing guidance and affection to her nine-year-old 
brother. The patriarch of this “intact” household is 71 and senile. 
He spends his days reading the Bible, cursing, accusing, and threaten- 
ing his family with guns and knives that his wife tries to hide from 
him. In addition to trying to cope with her husband, the mother 
busily solicits food and clothing from civic and church groups to 
supplement the AFDC allotment. 


Many mothers of nonrecipient poor families in Southern Ap- 
palachia are employed, if they are sufficiently competent. Other- 
wise, their standard of living would be even lower than it al- 
ready is, and they would be on AFDC. The successful working 
mother of a low-income family is an impressively well-organized 
human being. 

We found that of the mothers on welfare, only 25 percent had 
ever had employment outside the home lasting as long as a year, 
while 60 percent of the nonrecipient women had such a work 
history. On the basis of the personality assessments which we 
used in our work, AFDC mothers appear less mature. Less 
verbally accessible, on the average, they were also rated more 
apathetic-futile and impulsive. 

In other words, although circumstances alter cases, there is no 
escaping that personality contributes to one’s circumstances. One 
way in which this becomes visible is by applying an instrument 
like the CLL to a series of families, all on AFDC and therefore 
similar in income. There are noteworthy variations in how well 
the children live. We probed around for the bases of these differ- 


42 Child Neglect in Appalachia 


ences among AFDC families, and discovered the provocative 
situation shown in Table 3. We simply sorted the AFDC cases 
in terms of the reason that precipitated the need for help. ‘Then 
we noted the proportion in each category above or below the 
median on the CLL scale. 


TABLE 3 


CHILDHOOD LEVEL OF LIVING RELATED TO REASON 
PRECIPITATING AFDC (PERCENTAGE) 


Mother 

Widowed, 

Divorced, Father Unmarried Father Father 
Separated Deserted Mother Disabled Incarcerated 


Good care go 58 50 36 30 
Poor care 10 42 50 64 40 


The children who have good care are those whose mothers 
have been widowed or have otherwise formalized the breakup of 
their marriage. At the other end of the scale are the offspring of 
“intact” families whose fathers are in prison; nearly as badly off 
are youngsters with “disabled” fathers in the home. Actually, 
men with substantial work records are typically covered by social 
security or workmen’s compensation in the event of disability. 
What we found in AFDC families were men who were mentally 
or emotionally limited or both; quite a few were elderly men 
with wives much younger than themselves. 

There is a strong association between the CLL score and the 
closeness of parents’ ages. Those youngsters whose fathers were 
more than five years older than their mothers were only a third 
as likely to have good CLL scores as those whose father’s age was 
nearer the mother’s. 

An unpopular issue is that of the so-called “suitable home” 
provision. This AFDC regulation is so open to punitive abuse 
that social workers have, in effect, been intimidated. We have 
been afraid to expose the amount of social pathology and mar- 
ginal child care that has been going on under the auspices of 
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AFDC. We have also spread the word that substantial propor- 
tions of loving fathers desert in order to make their families 
eligible for AFDC payments—something we have yet to see 
demonstrated. The fathers we know who desert are not suiting 
anyone else’s convenience. 

Misguided apologetics have not solved anything, and are at 
best delaying tactics for the children who concern us most. Basic 
financial assistance helps to buffer the child against the worst 
forms of physical suffering, bringing him up to the level of other 
poor youngsters. But the fact remains that AFDC parents are at 
high risk for marginal child care and, if we dare use the stronger 
term, for child neglect. 

Indeed, the better the economy, the more the AFDC parents 
seem to be a residual group. Our study revealed a striking differ- 
ence between the more prosperous counties versus the less pros- 
perous: duration of time on AFDC was definitely lower where 
jobs were more plentiful. There was another startling differ- 
ence, too: the more prosperous the county, the greater the per- 
sonal pathology among AFDC clients. 

Effects on the child. Someone once commented that he could 
not criticize a man for being poor and ignorant; so long as he 
was living no better than his youngsters, he was not “neglectful.” 
This takes care of the question of his intention or moral turpi- 
tude. But does it take care of his child? 

The answer is that it does not. We have previously reported 
associations between the CLL and characteristics in children,® 
but let us mention a few in the context of our findings about 
AFDC families. ‘These results come from the first study we cited, 
in which we gathered all the data ourselves, including psycho- 
logical testing of mothers and their five-year-old youngsters. 

First, it was found that the better the CLL score, the more 
intelligent were the children. This relationship held at a signifi- 
cant level even with the mother’s intelligence factored out. ‘The 
evidence is that the nature of the care provided made more dif- 
ference in the child’s mental development than did simple in- 


8 Robert D. Borgman et al., “Does the Child Mind a Low Standard of Living?” 
in Proceedings of the Georgia Welfare Conference, 1969. 
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heritance of his mother’s IQ. Secondly, five-year-old children, for 
some reason especially the boys, react to a low standard of living 
with withdrawal behavior rather than, say, hostile defiance. The 
latter kind of reaction has been found related more to identifi- 
cation with similar trends in the mother. The child’s sense of 
attachment to his family was also studied through the use of 
projective testing. This, too, was found related to the level of 
care he had received. Finally, all the psychological associations 
were as strongly, or more strongly, related to the sheer physical 
care the child was receiving as to measures of his cognitive emo- 
tional care. 

Questions can always be raised about conclusions based on 
associations. Nevertheless, indications are strong that the child- 
hood level of living makes a perceptible difference to the bur- 
geoning personality. In fact, the kind of care provided may show 
in the child’s nutritional state. Dr. Ray Hepner, of the Uni- 
versity of Maryland Medical School, told us of a study in which 
our CLL scale was used.® He found that youngsters who were 
receiving a good protein diet but were low on the cognitive/ 
emotional aspects of our scale, showed signs of malnutrition; on 
the other hand, children receiving high cognitive /emotional care 
showed a good state of nutrition despite marginal or inadequate 
protein diets. It is as if the body compensates within limits, 
given the emotional security. In short, there seems no doubt 
that the level of care makes a difference. 


MATERNAL INFANTILISM 


We have been reading the literature, and observing practice in 
Southern Appalachia. Most of what we read, and much of what 
we see, is shrewd and to the point. Nevertheless, there seem to 
be two major errors in thinking about the women involved in 
marginal child care and child neglect. One is the assumption that 
they are all really like everybody else; the other is the assump- 
tion that they are different from the rest of us, but “all alike.” 
Both generalities are false. 

Diagnosis is supposed to guide treatment in rational social 


® Personal communication from Dr. Hepner, April 1, 1971. 
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work intervention. We read numerous records of cases in which 
women who were obviously retarded were handled as if they 
were normal in intelligence. Women with long histories of 
schizoid withdrawal were approached as if they could, in some 
magical way, suddenly blossom into active, organized persons. 
On the other hand, the condition of a woman in a very obvious 
depression may be unrecognized as such. Her husband leaves 
her; she loses her economic base, but she also loses her lover/ 
social companion/entertainment; and what is discussed with 
her? Filing a warrant for nonsupport. In no place have we read 
the obvious: that a woman may be too immobilized by rage and 
depression to take action against her deserting husband. No- 
where, either, have we found mention of the men who leave 
their wives because they cannot stand the poor child care and 
the slovenly housekeeping—but this does happen. 

There is a generalization regarding the personalities of ne- 
glectful mothers which holds in a large majority. Early in our 
work, a psychiatrist colleague introduced us to the notion of the 
infantile personality.1° The personalities of neglectful mothers 
are very likely to contain many infantile features: lonely, they 
form clinging relationships; they demand immediate gratifica- 
tion; they are selfish; they are prone to all-or-none thinking and 
emotional response; they are easily overwhelmed by difficulties 
and are generally inadequate. 

The specific form that the childishness takes varies, of course.’ 
In order to arrive at a scheme for feasible training and retraining 
of rural child welfare workers in handling child neglect, we tried 
to distill out the personality types of mothers most prevalent in 
neglectful situations. Five types were specified: 

1. The mother with the apathy-futility syndrome 

2. The impulse-ridden mother 

g. The retarded and borderline retarded 

4. The mother in a reactive depression 

5. The psychotic mother. 


10 Norman A. Polansky et al., “Child Neglect in a Rural Community,” Social 
Casework, XLIX (1968), 467-75. 

11 Norman A. Polansky et al., ““Two Modes of Maternal Immaturity and Their 
Consequences,” Child Welfare, VI (1970), 312-23. 
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Psychological immaturity is a dominant element in the under- 
lying character structure of all these women except those with 
reactive depressions, and it may underline depression, too. In 
short, the generality of maternal infantilism stands out, even ina 
listing of types. For this reason, our research rather than our 
preconceptions has pushed us to think about infantilization as 
a concept importantly linked with child neglect. 

Cycle of infantilization. We have identified an intergenera- 
tional cycle of neglect. Underlying it is what one might term a 
“cycle of infantilization.” Infantile mothers have less to give 
their children than have mature mothers; they offer inadequate 
identification objects for their daughters; because of their tre- 
mendous separation anxiety, they unconsciously deter growth 
and capacity for mobility in their children. Hence, there is a 
cycle of infantilization which often progressively worsens. The 
grandmother’s neurosis becomes a character disorder in the ne- 
glectful mother. No wonder so many complaints of neglect origi- 
nate within the family. 

The obvious importance of the process of infantilization led 
us to mount a study of it which Sharlin spearheaded.” In his 
book on maternal overprotection, Levy specified infantilizing 
the child as a relevant mechanism. Since then, however, there has 
been surprisingly little in the literature about how a mother may 
produce more or less permanently childish children.** As with so 
many other significant problems in our field, the process of 
infantilization has not been understood; it has been bypassed in 
favor of newer and more stylish subjects. 

However, we have made one significant observation. We have 
the strong impression that these immature women are likely to 
have husbands whose psychological development resembles their 
own. As a consequence, it is atypical rather than common to have 
a father in the home whose competence compensates for an in- 
adequate mother. 


12 Shlomo Sharlin, “Infantilization: a Study of Intrafamilial Communication,” 
unpublished doctoral dissertation, University of Georgia, Athens, 1971. 

13 David Levy, Maternal Overprotection (New York: Columbia University Press, 
1943)- 
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RECOMMENDATIONS 


Child neglect, as we have learned, is usually evidence of perva- 
sive, serious pathology, typically involving both parents. Some 
steps can and should be taken: 

1. Income and living facilities. There is an old Jewish saying, 
“Money is not as good as the lack of money is bad.” 14 Often one 
finds a women who is no genius, but on the other hand neither 
is she totally incompetent. It is not hard to imagine that if she 
could worry less about finding an extra dollar she would have 
more warmth to give her seven children. Inside plumbing, a 
washer that works, floors of tongue-in-grove lumber, a vacuum 
sweeper, facilitate cleanliness. More money would help many 
families; we have found none it would hurt. It is a shame that so 
much of the Appalachian redevelopment dollar has gone into 
preventing poverty among road contractors. 

2. Population surcease. Some of our most dilapidated families 
are densely populated. We all know middle-class women with 
college degrees, competent husbands, household help, and no 
serious money worries, who look bedraggled and overwhelmed 
with “four-children-under-five.” Imagine being twenty-one, living 
in a mountain cabin with a husband who works only part of the 
year, and with five-under-five. Wider spacing of infants would be 
a godsend to many of these women, whether through contracep- 
tion, voluntary sterilization, or abortion on demand. 

Economic help and the preaching of zero population growth 
will alleviate the problem; they will not solve it. Families acces- 
sible to such mass solutions are more typically involved in margi- 
nal child care rather than child neglect. 

3. Generic casework. Even in the mountains, we are aware that 
there is currently much impatience with casework. Those who 
never understood it, nor believed in it, nor—God forbid—did it, 
are having their worst hopes vindicated. But it is hard to follow 
such fads when we see families who require nothing more than 
competent casework. ‘The woman in a reactive depression, whose 


14 Elizabeth Herzog, “Social Stereotypes and Social Research,” Journal of Social 
Issues, XXVI, No. 3 (1970), 115. 
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child neglect is secondary to self-neglect, might well respond to a 
combination of ventilation and temporary substitution for the 
lost object. There are cases that cry out for a little marital coun- 
seling, like the martyred wife recurrently deserted, who went 
through three welfare workers until one wise lady finally raised 
the question, “And just what do you do that drives him out of 
the house?” Child neglect can represent spiting one’s husband by 
refusing to do anything around the house. There are cases in 
which skilled, incisive casework would be the treatment—if it 
were made available. It would be an error, however, to assume 
that generic casework will do the job unassisted, or even be help- 
ful, in a major proportion of child neglect cases. With that we 
agree. 

4. Variant casework. There are perhaps even more families 
who require something which follows the theory and the spirit 
rather than the form we associate with casework. Let us recognize 
it as variant. Take, for example, the way one deals with depen- 
dency. Most of the neglectful mothers we have studied were in- 
fantile women. When they form relationships, they are likely to 
be mistrustful, but at the same time clinging and exploitative. 
One way to acquire leverage with them, in order to get treat- 
ment started, is to seduce them into dependency. How do we 
encourge dependency? A warm, smiling and reassuring manner; 
being glad to see them; an alert attentiveness while with them; 
welcoming talk about feelings; frequent contact, even if brief; 
benevolent authoritativeness; occasional indulgence of demand- 
ingness—these are all effective maneuvers, and they are also 
widely used by those who exploit the poor. In such a relation- 
ship with us, after some time, the hope is that the woman will 
gain enough strength, and enough concern about our opinion of 
her, to want to change. 

Yet, in welfare bureaucracies, we find an unquestioning and 
unqualified idea that “dependency is bad for clients.” All forms 
of dependency? For all clients? At all times? Nonsense! 

There is another variant on generic casework that we believe 
is hopeful in treating the apathy-futility syndrome especially, and 
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also impulsiveness. This entails concentrating on the client’s 
verbal accessibility. 

5. Homemaker services. Many neglectful mothers need teach- 
ing by example; they need emotional support; and they need 
help in getting things done. Homemaker services are definitely 
in order in our rural areas. Some women will need such help 
for months; others can function only if given it indefinitely. 

6. Inpatient treatment. In our haste to do away with state 
hospitals, we seem to have forgotten what a good total-life treat- 
ment situation can accomplish. Those women not susceptible to 
casework may be reached by nothing less than a therapeutic com- 
munity. Only here might a worker break down their defenses in 
a safe setting, and offer the kind of retraining required. A marve- 
lous experiment which was being tried in Washington was an 
apartment-house-institution where several neglectful families in- 
cluding children, were moved in, and treated as though they were 
residing in a halfway house. 

7. Removal of the children. After surveying the literature on 
child neglect, Norman and Nancy Polansky conclude, 


Because of their dedication to the notion of “the family,” or their 
zeal about “rehabilitation,” the formal policies of social agencies in 
the field are sanguine to the point of being fatuous about the poten- 
tiality for change in a large proportion of the families involved.16 


Rural Appalachia is not a place in which “an adequate at- 
tempt” can often be mounted at this stage in history. Mostly, we 
rely on the hope that the threat to remove the children will push 
the parents to mend their ways, which it does—temporarily. 
There are a number of families, therefore, of whom one can only 
say, weighing evils against one another, that it were best to 
remove the children sooner rather than later. Here, we come 
upon two other stringencies. First, at least in the recent past, 

there were quite a few counties that had no budget for child 


15 Polansky e¢ al., “Verbal Accessibility. . . .” 

16 Norman A. Polansky and Nancy F. Polansky, ““The Present Status of Child 
Abuse and Child Neglect in This Country,” report for the Joint Commission on 
the Mental Health of Children, 1968. See “Recommendations.” 
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placement in foster care, no funds at all. Second, there is need to 
review with all child welfare workers the rudiments of handling 
children who are being placed. We have found many situations 
in which there was neither preparation for leaving home nor 
later attempts to work through their feelings with the children. 
Perhaps one reason is that no one wants to believe placement 
will be necessary until it is upon them. 

In short, quite a number of these situations may yield to treat- 
ment, although we must not overlook the fact that many others 
will prove immovable, and we should place the children. The 
programs we suggest will be costly, but “impracticality” is no 
justification for refusing to recognize the treatment of choice. 
What is so practical about what we are doing now? It is time we 
gave up doing major surgery with the table knives. 


Social Work with the Family on 
Release from Prison 


HARRIS CHAIKLIN 


‘Lae COMMUNITY REINTEGRATION PROJECT is an example 
of the hardest thing to do in social welfare: what is known; what 
should be done; and what it is possible to do.t The project is con- 
cerned with preparing offenders for release from prison by asses- 
sing and meeting individual and family needs. Granting agencies 
found it difficult to accept our position that while it is known 
that the family affects the offender’s behavior, this knowledge is 
not reflected in practice. 

From this perspective this demonstration project is distinctive; 


1 The program is supported by Grant No. ASA-26-0 from the Maryland Gover- 
nor’s Commission on Law Enforcement and the Administration of Justice; 
Richard C. Wertz, Executive Director. 

The Community Reintegration Project was developed by the author for the 
Maryland Division of Corrections with the support and cooperation of Joseph G. 
Cannon, Commissioner; Mark A. Levine, Director of Program Planning; and 
Joseph D. Varese, Administrative Specialist in Program Planning. The major por- 
tion of the grant was in turn subcontracted to the University of Maryland School 
of Social Work and Community Planning. This particular model for conducting a 
demonstration project has advantages for both the operating agency and the 
school. One of the most difficult things to do in a demonstration project is to staff 
it adequately. This is understandable because even though there is often a positive 
salary differential, projects are time-limited and usually offer no guarantee of 
continued employment. The university through the use of student interns is able 
to provide an adequate staff. This enables the agency to get the project under way, 
provides a source of support for students, and does not require agency commit- 
ment to job protection. In addition, this model seems superior to that where the 
university attempts to run its own agency, with all the consequent involvement in 
running a physical plant, or the traditional pattern of field placement with its 
separation of classroom and practice. 

The operating project staff includes: Franklin D. Chesley, Program Director; 
Naomi Miller, Field Associate; Harold Lohn, Program Associate; and the interns, 
Anthony Abbondandolo, John Bachinski, Judi Bernardi, Catherine Green, Mary 
Huntington, Richard Jack, John King, Alfred LaGuardia, James Meredith, Allan 
Reitzes, Richard Schreder, and David Zook. 
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it is not seeking to explore new principles but is concerned with 
finding ways to use what is already known. This is an interstitial 
program. It will not lead tothe creation of a new agency but will 
enable an institution to identify and fill gaps where its services 
do not articulate with community agencies. What it will leave 
behind is a set of procedures that classification officers and social 
workers can use to help prepare men and their families for suc- 
cessful release from prison. 

A review of the literature reflects the importance of the family 
to the release process. Over a century ago Dickens described it 
this way: 


He dreams now, sometimes of his children or his wife, but is sure 
that they are dead, or have deserted him. . . . If his period of con- 
finement has been very long, the prospect of release bewilders and 
confuses him. His broken heart may flutter for a moment, when he 
thinks of the world outside, and what it might have been to him in 
all those lonely years, but that is all. The cell-door has been closed 
too long on all its hopes and cares. Better to have hanged him in the 
beginning than to bring him to this pass, and send him forth to 
mingle with his kind, who are his kind no more.? 


And Maud Ballington Booth, who with her husband broke away 
from the Salvation Army to found the Volunteers of America so 
that they could work in prisons, describes what it takes to show 
others that prisoners have families: 


I had been presenting the cause of our “boys” in prison at a drawing- 
room gathering in a company of the wealthy and fortunate, whose 
lives were very remote from need, suffering and hunger. I passed over 
the main branch of our work, to one that has grown out of it, and 
told of the dark, sad shadow that has fallen on many homes, bring- 
ing untold suffering to the helpless and innocent. After the meeting 
was over, a lady made her way to my side and clasping my hand she 
said very fervently, “I do thank you specially for one thought you 
have given me this evening. I have seen the outside of state prisons 
and have always regarded them as places full of evil-doers who justly 
deserve what they are suffering, and there with me the whole ques- 
tion has ended. I never for one moment realized that these men had 
wives and mothers and little children. Of course, if I had stopped 


2 Charles Dickens, American Notes and Pictures from Italy (London: Chapman 
and Hall Ltd., 1907), pp. 106-7. 
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to think, I would have seen that side of it, but I never gave the 
question a thought.” 3 


Relating the family to imprisonment and release continues, 
only now it is in the language of social science. Studt describes 
reentry as comparable to a graduation ceremony, a primitive rite 
de passage that starts with slavery and ends with freedom. She 
argues that parole fails because it does not help reintegrate the 
offender into the community.* 

Irwin describes the impact of release this way: 


First, the strangement of the sensory experience unsettles him in a 
very subtle manner. . . . Second, he is disorganized because of his 
lack of interpretive knowledge of the everyday taken-for-granted out- 
side world. . . . Third, he is ill-prepared to function smoothly in 
interaction with outsiders in the outside world because he has lost 
the vast repertoire of taken-for-granted automatic responses and _ac- 
tions.5 


This interference in normal social relationships often exacerbates 
or creates family problems, and these in turn add to the difficulty 
of returning to, and staying in, the community. Irwin found that 
in a sample of forty-one parolees thirteen moved into a relative’s 
home and five others were given substantial aid by family mem- 
bers. Of the seventeen parolees who had a significant relationship 
with their family, thirteen had serious difficulties, and in seven 
cases this played a part in disrupting the parole.* Although the 
family was important in 44 percent of the cases and played a role 
in failure in 17 percent of the cases, this parole agency made no 
attempt to work with families. 

There is other scattered evidence that imprisonment affects 
the family in ways which have to be considered in making release 
effective. Glaser says the family is significant in prison and post- 
release adjustment; almost all prisoners have a family interest; 


3 Maud Ballington Booth, After Prison—What? (New York: Fleming H. Revell 
Co., 1903), p. 217. 

4Elliot Studt, The Reentry of the Offender into the Community, U.S. Depart- 
ment of Health, Education, and Welfare, JD Publication No. gooz2 (Washington: 
U.S. Government Printing Office, 1967). 

5 John Irwin, The Felon (Englewood Cliffs, N.J.: Prentice-Hall, Inc., 1970), 


pp. 114-16. 
6 Ibid., pp. 128-30. 


54 The Family and Release from Prison 


and where there are positive family ties, chances for success on 
parole are improved by about 4o percent.” Friedman and Essel- 
styn report that children of men sent to jail suffer a decline in 
school grades and social adjustment. The McCords found that 
children of offenders do not follow their parents’ careers if there 
have been warm family ties and consistent discipline.® Zalba 
showed that children of women prisoners made a better adjust- 
ment when they stayed with relatives rather than going into 
foster homes when there were frequent moves and lack of con- 
tinuity in agency planning for the family’s future.?° Morris, in the 
only comprehensive study on this subject, found that while im- 
prisonment did not alter family patterns, it created many stresses 
and that wives who had other relatives to help them were able 
to withstand these pressures better than those who did not. In 
another work she indicates that family problems often play a 
direct role in the commission of crime and concludes: 


In prison the man is relieved of his family responsibilities, and the 
wife usually finds difficulty in providing a psychologically stable 
home for the children, resulting in their becoming increasingly dis- 
turbed. Consideration of familial patterns and problems must pro- 
vide an important background for the treatment of offenders; it is 
not enough to treat a single deviant member.!? 


The idea that an offender should be considered in a family 
context has been supported in any conversation we have had 
with correctional personnel. Lack of visits and mail or distressing 
visits and mail are said to play a role in a man’s adjustment. Yet, 
the task force report of the President’s Commission on Law En- 


7 Daniel Glaser, The Effectiveness of a Prison and Parole System (abridged ed.; 
Indianapolis: Bobbs-Merrill Co., Inc., 1969), pp. 223, 239-45, 249-54. 

8 Sidney Friedman and T. Conway Esselstyn, “The Adjustment of Children of 
Jail Inmates,” Federal Probation, XXIV, No. 4 (1965), 55-59. 

9 Joan McCord and William McCord, “The Effects of Parental Role Model on 
Criminality,” in Neil J. Smelser and William T. Smelser, eds., Personality and 
Social Systems (New York: John Wiley and Sons, Inc., 1963), pp. 194-211. 

10 Serapio R. Zalba, Women Prisoners and Their Families (Los Angeles: Delmar 
Publishing Co., Inc., 1964), pp. 118-21. 

11 Pauline Morris, Prisoners and Their Families (New York: Hart Publishing Co., 
Inc., 1965), p. 302. 

12 Pauline Morris, “Fathers in Prison,” British Journal of Criminology, VII 
(1967), 430. 
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forcement and the Administration of Justice, although it is the 
first comprehensive survey of corrections, does not mention the 
family in its discussion of treatment services through religious 
programs are included under this heading. 

Most prerelease programs use some combination of instruc- 
tion, which usually allots one session to the family, and com- 
munity visiting, which includes the family.44 Family needs and 
the meaning of these contacts are not systematically examined. 
This lack of attention to the family is related to other criticisms 
which have been made of prerelease programs: inmates are not 
prepared for the experience; programs are too general and do 
not relate to individual needs; staffing is often not competent or 
adequate; and programs are mandatory.!¢ 

The one place where the family has occasionally been worked 
with is in group therapy. While these projects report varying suc- 
cess, they all support the idea that the adjustment of an offender 
is in part dependent on his family.17 The major drawback to 
using a therapeutic approach to family involvement in prerelease 
planning is that therapy is expensive and time-consuming. Only 
a small proportion of offender families need treatment. 

It was with the preceding in mind that the Community Reinte- 
gration Project was designed. Its core is family-focused. Its goal 


13 Task Force on Corrections, Task Force Report: Corrections, President’s 
Commission on Law Enforcement and Administration of Justice (Washington, 
D.C.: U.S. Government Printing Office, 1967), pp. 51-53. 

14 See, for example, J. E. Baker, “Preparing Prisoners for Their Return to the 
Community,” Federal Probation, XXX, No. 2 (1966), 43-50; J. E. Clark, “The 
Texas Prerelease Program,” Federal Probation, XXX, No. 4 (1966), 53-58; and 
Anthony Catalino, “A Prerelease for Juveniles in a Medium-Security Institution,” 
Federal Probation, XXI, No. 4 (1967), 41-45. 

15 John J. Galvin, ed., Treating Youth Offenders in the Community (Washington, 
D.C.:; Correctional Research Associates, 1966), p. 127. 

16 Norman Holt and Rudy Renteria, “Prerelease Program Evaluation: Some 
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17 See, for example, Nathan S. Nackman, “A Transitional Service between Incar- 
ceration and Release,” Federal Probation, XXVII, No. 4 (1963), 43-46; Eugene S. 
O’Neil, “Utilization of Parent Groups for Minimizing Isolation,” Corrective Psychi- 
atry and Journal of Social Therapy, XI (1965), 1-12; David F. Fike, “Family-focused 
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is to link men to their families and involve them in preparation 
for release so that in the transition from institution to com- 
munity they can cope with the inevitable pressures. Whether a 
family will be reunited or continue to live apart depends upon 
the situation. “Family” is loosely defined. It ranges from blood 
relatives to any “significant other” identified by the offender. 

The program is located at the Jessup Camp Center, a mini- 
mum security institution.18 All men at the Camp Center who are 
within ninety days of release are eligible for the program. The 
only requirement is that the offender allow staff to contact his 
family regarding participation in the release planning process. 

After an initial individual or group orientation each man is 
offered the chance to accept or reject the program. This choice is 
given without prejudice. Program staff do not make recom- 
mendations to the parole board or participate in any way in 
institutional decisions about the offender. What is offered the 
man is the chance to prepare for release by allowing him and his 
family to explore their feelings, through individual interviews, 
family meetings, and sociodrama groups, about his coming out of 
prison and to identify needs so that help can be obtained from 
appropriate community social agencies. The participant is told 
that all records are to be open and that when he leaves he will 
be given the service plan that has been developed for him and 
his family. If he is going on parole he is allowed to decide 
whether he wants the plan turned over to his parole officer. 
While he is in the program the man continues his normal insti- 
tutional assignments. 

Since it is recognized that the family is not the only factor in 
successful release from prison, we have also emphasized problem 
identification and comprehensive case planning. We assume that 
the man and his family are psychologically normal until there 
is evidence to the contrary. The project offers brief counseling 
where necessary. All other problems are referred to appropriate 
agencies. 


18 Thanks are due to T. Howard Metzger, Correctional Camps Director; Ken- 
neth M. Watts, Assistant Director; John Stevens, Classification Supervisor; and 
Anthony Marhefka, Correctional Officer Major, for their cooperation. 
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To reflect the family and community focus, the project is 
developing a family assessment instrument which is computer- 
amenable. This instrument will also provide program-operating 
statistics. The intern will rate each individual in the family and 
the family as a whole in six problem areas: mental health, physi- 
cal health, social, legal, financial, and educational. The ratings, 
designed to include both strengths and weaknesses,!® are on a 
five-point scale that ranges from identifying superior resources to 
situations where the community will intervene regardless of 
what the man or his family wants. For example, under “financial” 
a man would receive a rating of one if he owned his own house 
mortgage-free and his family had resources such that its style of 
life had not been affected by his imprisonment. He would receive 
a rating of five if he had several thousand dollars in debts for 
which he would be sued on release. 

Problems are defined in behavioral terms. A man or his family 
will be considered to have a problem if they need assistance, 
voluntary or involuntary, from some social welfare source. ‘These 
instruments are in a developmental state and will be modified 
and checked for validity and reliability as the project progresses. 

We were not able to find one acceptable family diagnostic in- 
strument in the literature. Olson in a comprehensive review on 
marital and family therapy indicates that there are no available 
family diagnostic systems and that almost no work is being done 
on this.?° Social scientists occasionally propose family typologies, 
but these are almost never picked up by clinicians so that they 
can be tested and refined. In social work, only Geismar and Voi- 
land have produced anything resembling a family diagnostic 
system.?! Neither approach is complete, and neither has been 


19 This is an important issue. See Erving Goffman, Asylums (Garden City, N.Y.: 
Doubleday and Co., Inc., 1961), pp. 155-61, for a discussion of the way in which 
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used much except by their originators. This deprives social wel- 
fare of the chance to build, the treatment and accountability 
systems it needs. Over forty years ago McIver put it this way: 


Diagnosis is the scientific prologue of practice; it is the place where 
art and science join hands. Social diagnosis is a task demanding high 
qualifications, calling for the resources of knowledge and method 
which can be placed at the disposal of the social worker. Unless he 
learns that every situation with which he deals is an eddy where 
economic and political and educational and other civilizational forces, 
complicated often by racial and religious issues, meet and swirl 
within the lives of particular human beings, he is unqualified for 
his task.?? 


We have used Geismar and Voiland as a basis for developing 
a family assessment system. We do this knowing that it is a long, 
slow job to develop a system that is administratively accountable, 
flexible enough to move with changing conditions, philosophic- 
ally free enough so that labels do not become a substitute for 
observing behavior, and simple enough so that practitioners can 
use it in the course of their normal work. 

At this writing the project has been operating for eight 
months. We prefer not to use our early data to reflect what is 
happening in the program. Preliminary conclusions are often 
changed after all the information is in. Once they are in the 
literature they are there forever. We can, however, give some 
judgments based on our initial operations. 

The maxim holds that in any endeavor one must allocate a 
reasonable amount of time, triple it, and then one will only be 
a little behind in reaching the target. We lost all our planning 
time because it took two months after the grant became available 
for the Division of Corrections and the university to sign a sub- 
contract. While we managed simultaneously to start the project 
and plan for it, we found that securing even elementary things 
took an unconscionable amount of time—for example, almost 
two months to get a telephone line installed. 

Since this form of subcontract was a new experience for the 
Division of Corrections and the university, almost all the project 


22R. M. McIver, The Contribution of Sociology to Social Work (New York: 
Columbia University Press, 1931), p. 15. 
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director’s time went into establishing and smoothing lines of 
communication. For example, it was not until April that we 
could secure financial feedback from the university that cor- 
responded to our line item budget. This information, necessary 
to monitor current operations and to plan for next year’s budget, 
had been requested in September. 

The field instructor, new to institutions, too easily accepted 
the institutional view put forth by both staff and inmates that 
most men had no close family ties. As a result, she was slow in 
moving the interns to make family contacts, to develop socio- 
drama and family groups, and to help interns understand and 
use the individual and family assessment instruments. 

We found, too, that the institution could only roughly esti- 
mate the release dates. To the offenders in our project even one 
day made a difference. Without certainty about their release date 
it is extremely difficult to turn men from considering how to 
“manipulate” the institution to seeing themselves in the com- 
munity. This problem is gradually being worked with so that the 
area of indeterminancy is narrowed and we are developing 
greater skill in helping men and their families handle what am- 
biguity there is. 

The program has been accepted by the men, their families, 
and institutional personnel. Since we could facilitate normal 
institutional processes, like getting driver’s license application 
forms, the word spread, and we began to get more self-referrals 
than referrals which came through regular channels. While this 
was good for the program it had certain negative features. The 
two things most important to a man in securing release from an 
institution are a job and a place to live. Since the needs are real, 
there was some tendency on the part of the project personnel to 
want to pitch in and help relieve the pressures on other over- 
burdened staff. 

These legitimate concerns often served to mask other tensions. 
For example, one older offender wanted to get out on work 
release so that he could qualify for parole. A few minutes’ explo- 
ration revealed that this man had a physical condition that 
limited the work he could do even in the institution. Further 
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inquiry revealed that he was greatly attached to his only daugh- 
ter. He had not seen her in four months, since the death of his 
former employer who used to visit him and bring the daughter. 
This is a problem with which we are currently working. 

Almost all the men have someone on the outside who is im- 
portant to them and who has a potential for aiding or hindering 
their adjustment in the community. 

Those things which social work knows are greatly needed in 
institutional programs. Our knowledge of the community and its 
resources has developed information and procedures that other 
institutional personnel ask for. The expertise that stems from 
coming into more contact with the family than other professions 
is being accepted more slowly. This too is to be expected. What 
social workers have to offer corrections has long been known.”* 
Confusion about roles, treatment versus authority, and lack of 
clarity about relationships between correctional and social agen- 
cies hinder the interchange between what appear to be two 
systems but which in reality is part of the same social service 
system, serving the same clients. We have avoided many of these 
problems by proceeding very slowly and by not promising too 
much. Our approach has been clear and reality-oriented. 

It is a platitude of platitudes to state that corrections is not 
doing the job that society has given it. What is projected as the 
current lifesaver is community-based corrections.24 The Com- 
munity Reintegration Project is committed to this idea. But 
we know that unless our procedures become part of a total treat- 
ment plan that starts with a man’s arrest and continues beyond 
his incarceration we may end up demonstrating our point but 
not advancing rehabilitation very much. A wave of reaction has 
begun to set in against programs which have promised too much 


23 See, for example, Kenneth L. M. Pray, “Case Work Paves the Way in Prepara- 
tion for Freedom,” Prison Journal, XXVI (1946), 166-71; and Sanford Bates, “Social 
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and Delinquency, XV (1969), 359-79. 
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and then not delivered.** Failure in these programs is doubly 
disastrous because they were originally fought for by those who 
were humane and promised hope. When liberals lose confidence 
in themselves they cannot expect offenders to believe in a bright 
future. What is needed is to begin demonstrating what we do not 


know. That is the promise and the hope of the Community 
Reintegration Project. 


25 See Jessica Mitford, “Kind and Unusual Punishment in California,” The 
Atlantic, March, 1971, pp. 45-52. 


A Family Approach to the Treatment 
of Alcoholism 


MERRILEE ATKINS 


‘Tae FAMILY OF THE ALCOHOLIC is being discovered. 
Previously untapped resources of help may be found in family 
ties. Most alcoholics care about what happens to their families 
and can often hear the concern expressed by their children 
although their ears may be deaf to the placations of wife and 
counselor. A family focus in both diagnosis and treatment takes 
advantage of these central relationships. 

Over the last ten years, Family Service of the Cincinnati Area 
has researched, first, a study on casework with wives of male 
alcoholics,? and more recently a study of the adaptation of adoles- 
cent children to paternal alcoholism. As part of the second re- 
search study, we have seen over 100 families who have each 
participated in at least two family interviews. In these families 
none of the fathers felt that he had alcoholism, and probably 
about 50 percent of the wives had not diagnosed their problems 
as emanating from alcoholism. Despite this resistance to the diag- 
nosis the families agreed to participate in the research on alco- 
holism for their children’s sake. This led us into one of our most 
striking findings, the alcoholic’s willingness to get help for his 
child’s sake and his relative openness to hearing his child’s 
distress. 

The first most important factor in engaging these families in 
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counseling has been our perception of alcoholism as an illness, 
not as an indication of moral weakness. Alcoholism is a chronic, 
progressive illness, marked by a loss of ability to control the 
amount of alcohol consumed and marked by specific physio- 
logical and emotional changes. Any personality type may become 
alcoholic, but once a person becomes an alcoholic there is a 
common cluster of dependency, depression, and denial.? The 
family is in constant crisis. How can one adapt to a person who 
is one day Dr. Jekyll and the next Mr. Hyde? How can one 
believe someone who lies about how much he drinks, hides 
bottles, misappropriates his wife’s grocery money, and breaks 
promise after promise to his children? Such behavior is hardly 
conducive to the establishment of trust. The puzzlement of 
blackouts with loss of memory, the covering up with lies, the 
guilt and pleas for forgiveness, keep the family on a constant 
roller coaster of emotions. Never can the family know what to 
expect. Everyone is affected. 

Roles shift. The wife may become the head of the house in an 
attempt to make up for her husband’s inability to perform his 
role. One of the male children may replace the father as discipli- 
narian and confidante to mother. The children may become the 
protectors of the parents. This was the case in the following 
family: 

In the Frank family the three oldest boys, aged 13, 14, and 15, 
developed a warning system. Ted, the oldest, could be counted on 
to wake up when his father came in drunk and began to argue with 
his mother. He would then wake the other boys and they would 
listen. Ted would sneak downstairs in case he was needed to inter- 
vene physically to protect either of his parents. Mark and John would 
dress and prepare to leave the house to go next door to call the 
police. 


A role disturbance combined with an alcohol-induced preoc- 
cupation with sex is illustrated by the Grant family: 


The parents were having sexual difficulties. Because of Mr. Grant’s 
alcohol-induced impotence, he blamed his wife for not submitting to 


3 Howard T. Blane, The Personality of the Alcoholic (New York: Harper & Row 
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hours of delayed ejaculation. One night he went into Linda’s bed- 
room shouting, “If you won’t have me, Linda will.” Linda was her 
mother’s confidante. Consequently, she was seen as mother by both 
parents. 


The whole family of the alcoholic becomes guilt-prone: the 
father, because he fears that he has done even worse things than 
he remembers; the mother, because her anger and frustration (as 
well as her husband’s projection) make her feel that she is the 
cause of his drinking; and the children, because their fantasies of 
destructiveness are not tempered by parents who can be in 
control. 


In the Rowe family, Mr. Rowe complained that it was the poor 
housekeeping that made him drink. If his six children would only 
pick up better—mind you, Mr. Rowe never looked too acceptable— 
he would not have to drink. ‘The children’s and his wife’s anger and 
despair thwarted them in their attempts at housecleaning so that 
they agreed they must be the cause. 


Because anger, intimidation, and loss of control flood the 
household, the children develop “omnipotent” thinking filled 
with frightening fantasies: 


Jean Branch was angry with her father one night when he did not 
come home. She went to bed mad. “I wish he were dead,” she 
thought. The next morning Mr. Branch was still not home. He had 
wrecked the car and was jailed. Jean sobbed as she told how she 
believed the accident was her fault. 


To move out of the guilt-provoking system, the children may 
withdraw entirely: 


In the Billings family the parents were caught up in silent war- 
fare. Mr. Billings felt that he had so little sleep it was only right that 
he should drink a couple quarts before napping and again before 
bedtime. Meantime, the three boys began going to meetings of Jeho- 
vah’s Witnesses. The members became their new family. No move 
could be made without their support and that of the other two 


brothers. The withdrawal by the parents became a coping device for 
the children. 


As you can see no one is left untouched. 
A family approach to alcoholism must begin immediately 
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when a diagnosis is being made to ascertain what is the trouble. 
Many families describe drinking as a problem. Just about as 
many do not. In a family approach it is the children who often 
let us know by their symptoms that there is alcoholism. Usually, 
the alcoholism is masked as something out of control: arguments, 
a child’s behavior, running away, or sexual acting-out. Especially 
telling is an adolescent’s drinking behavior. 


John was caught stealing a cheap bottle of wine from the pony 
keg where his father gets his beer. Although ostensibly the wine was 
a gift for a departing buddy, he got the message across to us: “Alcohol 
breeds trouble.” 


One day Ellen swung down the corridors of a large, police-patrolled 
high school with a gallon jug of beer, filled from the family tap. The 
message was plain for all to see. 


We have taught our social work assistants to inquire tactfully 
at any applicant’s first call whether drinking is one area of con- 
cern for the family. In this way we have identified far more 
cases than we would have otherwise. I think there is something 
to the idea that we see what we think we can help. Once we knew 
we could be successful in treating alcoholism, more and more 
cases began to appear. 

While sometimes the alcoholic will accompany his spouse to 
the agency, more typically she will arrive alone, fearful of what 
her husband will think, guilt-ridden, that she is the cause of his 
alcoholism. Often she says that her husband refuses to come. We 
then recommend a family home visit, to meet the alcoholic on 
his home ground, so to speak. Before visiting we send him a 
letter indicating our interest in being helpful and our wish to 
have the benefit of his thinking and that of the children. Usually 
the father will be there. Commonly, however, he swears up and 
down he has no drinking problem—it is all in his wife’s head. 
However, when we mention our concern about his children, 
based on our knowledge that 50 percent of those persons with 
drinking problems had a parent with the same problem, he 
agrees, “for their sake,” to participate. This experience, repeated 
again and again, has led us to the conclusion that the alcoholic 
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can be reached as a parent if not as a husband. The total involve- 
ment of the family gives us the greatest possibility for reaching 
the alcoholic: 


Mr. Ames told his wife he would not see a social worker. Mrs. 
Ames said nothing. As planned, the worker sent a letter giving the 
time she would visit and set out on her way. Shortly before the 
worker was to appear, Mr. Ames stormed out of the house with his 
thirteen-year-old son, Donald. An hour later he returned, chiding his 
wife for her doubt. Of course he was interested in his family! He was 
there, wasn’t he? In later treatment interviews Donald revealed his 
own night’s binge with a fifth of whisky and a half case of beer. His 
father was shocked and agreed to read pamphlets on alcoholism with 
Donald. With help, he was able to set limits for the boy. 


It is helpful to let the father know that because he has a prob- 
lem there is no reason why he cannot set up different expecta- 
tions for his children. Because the alcoholic is so guilty, he tends 
to be inconsistent in limits, particularly when another member 
of the family has symptoms like his own. To reduce scapegoat- 
ing, the focus of the family problem can become the out-of- 
contro] nature of the behavior of several in the family. Simply 
asking the question, “Are there other things out of control, such 
as tempers, spending money, drinking, or eating?” sets the stage 
for a reduction of projection and an acceptance by the family of 
this as a focal issue. 

In some cases the father is not present at the home visit. This 
is diagnostic in itself. Very likely he cannot be engaged in in- 
person interviews. Nonetheless, he may respond to changes in 
the family. 


At two home visits Mr. Adams escaped out the back door and hid 
in the dark until he saw the worker leave. As his wife and daughter 
were helped in their relationships and united in understanding Mr. 
Adams as a sick man, they responded with less hurt and anger to his 
tirades and controlled their own outbursts. The worker sent progress 
reports on the daughter, who had been involved in some acting out. 
Mr. Adams did not stop drinking, but he changed its consequences 
for the family: in the evening he now goes to his room and drinks 
himself to sleep—quietly. He sent the caseworker flowers for Christ- 
mas. 
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The parents’ recognition of history repeating itself can be a 
turning point in self-observation and a thinking-through of 
whether they really want it repeated for their child: 


For the first time in their marriage Mr. Clovis slapped his wife 
while he was intoxicated. In the subsequent family interview, Mrs. 
Clovis recounted her extreme fear that her childhood was being re- 
peated. She wept as she told the secret of her past and the beatings 
she received by her alcoholic father. The four children began crying 
for her and with her. While some hugged their mother, the father 
began hugging the others and burst into tears himself. Out of this 
moving experience came the father’s decision to stop drinking. 


In the home family interview a more representative way of 
behaving is seen, and therefore the diagnostic assessment is more 
accurate. We hope to accomplish several things: 

1. An evaluation of strengths 

2. An understanding of the area of most pain 

3. An evaluation of whether children are meeting their needs 
outside the family or whether they are either victims of, or 
contributors to, the family pathology 

4. An agreement on a diagnosis with the family as to the 
nature of the effect of alcoholism on their family. 

5. A retranslation of anger to its underlying meaning of loss 
and desertion 

6. An offer of hope as the family comes to know the problem. 

In interviews with both children and parents present, the 
strengths are tapped as the emphasis is placed on the whole 
family and not on a scapegoat. There is not the same degree of 
defensiveness and anger when a husband and wife are seen 
together. Rather, there is a fear of retaliation, and the partici- 
pants often need encouragement to talk. The worker often needs 
to say, “I know you are concerned about your father’s drinking. 
What makes this hard to talk about?” This gives an opening for 
the children to express fear of making their father angry. He 
can often reassure them and may even acknowledge that his fears 
of how much he has hurt the family far surpass the actual 
damage. 

The children’s presence dilutes the anger between the spouses. 


68 The Family in Treatment of Alcoholism 


Often they relate the things they like about Dad, how he barbe- 
ques or plays with them. As the children often see Mother as the 
culprit—it is she they hear nagging; it is she who disciplines 
while father overindulges—care must be taken not to exchange 
one scapegoat for another. Again, the emphasis must be their 
interdependence rather than their guilt. 

We have found it important to state that we are not meeting 
as a family to find the “bad guy” nor is our goal to “make father 
stop drinking.” Only he can make that decision and only for 
himself. What they can do, however, is talk about what they 
feel toward each other. 

Out of this come feelings such as: ‘‘Dad doesn’t love me be- 
cause he drinks or doesn’t come home at night’; “I feel un- 
loved.” The alcoholic often says, “I feel outside the family; 
lonely, with no way to get back in.” Or a child may talk of feel- 
ing split between divided loyalties. 

If continued family interviews are planned, we may hope for 
the following goals: 

1. Decreasing scapegoating: ‘““We are not here to place blame 
or make your father stop drinking.” (As the pressure is removed, 
however, the alcoholic’s anxiety increases and he may seek solu- 
tions to his drinking.) 

2. Educating about alcoholism 

3. Decreasing guilt and projection: simply saying, “I don’t 
buy it that you drink because the kids are messy; you drank be- 
fore they were born.” 

4. Eliciting more basic feelings of concern, loss, or neglect 
beneath the smoke screen of anger, withdrawal, or narcotizing 
with alcohol. 

As feelings of loss, loneliness, fear of no love, despair, despres- 
sion, and guilt are elicited, the family is more likely to recipro- 
cate these feelings. If the barriers to these feelings are immovable, 
they are likely to support plans for separation. 


Mrs. Smith was most pleased with her husband’s presence and 
cooperative attitude when the worker visited the home. At long last 
he seemed interested in the family. The following week he went on 
a binge with a female companion. This was not new. He had left her 
and the children without food and money off and on for the last 
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seven years. Somehow the fact that the worker experienced this with 
her and was also “stood up” made the prognosis plain. She made a 
decision to divorce her husband—no longer fearing that she was hurt- 
ing him—and to care for herself and her children. 


I would like to make one distinction that differs from the 
usual philosophy of family treatment as being treatment of 
pathology which has developed within and because of the psycho- 
social system. In treating the families of alcoholics we find that 
much of the pathology is a result of the breakdown of the pre- 
existing system due to the invasion of alcoholism. The family 
system becomes frozen and lacks ability to accommodate various 
maturational crises. The goal is to separate the physiological ill- 
ness and coping devices for this from the underlying feelings that 
the family members have for each other. By a “frozen system” I 
mean that the alcoholic has not learned alternate coping devices 
to deal with anxiety-producing situations. For example, when a 
child is sick he drinks; when a baby is born he drinks; when he 
gets a promotion he drinks; when there is a wedding he drinks. 
There is little carry-over of adaptive skills from one maturational 
crisis to the next. 

The family tries to translate the alcoholic’s behavior into 
concepts with which it is familiar. Drinking may mean to the 
family that “Dad doesn’t care.” A burden is lifted if the fact of 
drinking is rediagnosed to indicate loss of control over the 
amount of alcohol consumed. 

Children and wife are frequently angry at the alcoholic’s in- 
ability to keep promises. “After all,” they think, “aren’t we im- 
portant?” Consequently, when drinking follows an expression of 
their anger, they fear that they were the cause. The caseworker 
can help the family see that he drinks because he has to drink, 
not because he chooses to drink. 

Frequently, there are accusations of “liar” flung between 
husband and wife. Wife says husband was obscene in conversa- 
tion the preceding night. Husband accuses wife of hiding car 
keys. Actually, a blackout has been experienced, a chemically 
induced amnesia. If family members are without this knowledge, 
mistrust escalates. 

The Corton family demonstrates the symptoms in the children 
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and wife and treatment interventions I have been describing. In 
it, sobriety was an aim but not a necessity for progress to occur. 
The Cortons could be described as a chronic, multiproblem 
family. Family interviewing is particularly useful in cases of this 
kind as it reduces the intensity of the relationship with the case- 
worker and expectations of what she wants and emphasizes the 
relationships within the family and their common experiences: 


The Corton family consists of father, age 40, unemployed, dis- 
abled, and alcoholic; mother, age 39, a nurse’s aide who works the 
11:00 P.M.—7:00 A.M. shift, depressed and exhausted; two older children 
out of the home; a third in an institution for retarded children; 
Dorothy, age 17, married to a serviceman and at home with her 
three small children; Roberta, 14; Charlotte, 13; Gary, 12; and 
Junior, 6. ‘Ten persons in all are living at home. 

Mrs. C. called Family Service to request help for “family prob- 
lems.” The night before, Dorothy and her father argued violently, 
and Dorothy shot off a gun. (Note the symptom of loss of control in 
a family member.) It was mentioned, incidentally, that Mr. C. drinks 
continually, constantly arguing. In the initial interview Mrs. C. said 
she just felt overwhelmed. Not only do they have problems with 
Dorothy, but they seem to be going almost weekly to Juvenile Court 
for the next three oldest because of running away, vandalism, or 
theft. 

The family is in severe financial straits due to a charge of embez- 
zlement ($1,000) from the Welfare Department and therefore is cur- 
rently ineligible for help. The family debates which member will go 
to jail. (Note the symptom of financial chaos.) The burden of finan- 
cial support falls on Mrs. C. Since she works evening hours she must 
sleep during the day. The current uproar makes this impossible. 

It was clear, however, that there were many warm feelings in this 
family. Apparently the early years of marriage were more rewarding. 
In the last ten years Mr. C.’s alcoholism had progressed, Roles began 
changing, with Mrs. C. taking on more and more responsibility. 
There followed a series of illnesses, not the least being Mrs. C.’s close 
shave with death following a hysterectomy. Mrs. C. thought, “I never 
have lived. If I get out of the hospital, I’m going to live.” In the 
next four years Mrs. C. drank heavily, both in search of “living” and 
as an attempt to be close to her husband, who withdrew as his alco- 
holism progressed. 

Another series of crises occurred around the time Mrs. C. decided 
that her drinking was hurting rather than helping her. (With the 
information she now has, she thinks she may be alcoholic.) They had 
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to send their retarded son to an institution for specialized care. 
Dorothy became pregnant and had to get married. Due to the finan- 
cial burden of Dorothy’s children, Mrs. C. started working and failed 
to report this to the Welfare Department. Mr. C. was unable to work, 
recovering from surgery, and became the housekeeper and baby-sitter 
while Mrs. C. was now the breadwinner. To make matters worse, 
Dorothy began receiving her family benefit of $100 and lorded it 
over her father and siblings now that she had more power and au- 
thority than they. Mr. C. attempts to retain his masculinity by order- 
ing the children about. When drinking he is particularly abusive. 
(Many families believe that the alcoholic speaks his true feelings 
when drunk; rather, they are hearing a person under the influence 
of a mood-altering drug. It is this that results in Jekyll-Hyde be- 
havior.) 

Roberta drinks and smokes, has been at Juvenile Court frequently 
for running away and fighting. (Note the telling symptom of ado- 
lescent drinking.) Gary also went to Juvenile Court, for stealing a 
car. When Mr. C. drinks he tells the children they are no good and 
can’t be his. ‘They have picked this up and concluded that since their 
coloring is different, he must be right. (It is common among alco- 
holic fathers to have fantasies of the wife being unfaithful.) 

At the home visit, concern was expressed over Charlotte’s “taking 
mother’s diet pills’ and fighting with her father. (Note the taking of 
poison by mouth as the father does.) One year previous she had twice 
attempted suicide. Both times this followed her father’s criticism of 
her for not doing housework. He also embarrasses her by referring 
to her “switching her ass.” (A preoccupation with sex while drinking 
is also not uncommon.) Charlotte saw suicide as a way of paying her 
father back. 

Feeling rather overwhelmed with the severity and number of prob- 
lems, the worker asked Mrs. C. what bothered her most that she 
would like help with. Mrs. C. then reluctantly revealed with great 
embarrassment that she believes she has a bad odor coming from 
her rectum. She worries she may have cancer, but also that she may 
be crazy. (Wives of alcoholics often fear they are going crazy.) With 
encouragement, Mrs. C. had a thorough physical checkup and was 
relieved that the doctor found nothing wrong. Mrs. C. had worried 
that the reason no one came to her house was that her odor was so 
bad, and she thought her family would be afraid to mention it. 
She moves toward accepting the interpretation that her world stinks 
—not her—and that the isolation of their family has to do with the 
problems they are evidencing rather than her smell. (Through this 
symptom we can see an example of the wife feeling totally responsible 
for the family problems.) 
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In an early interview with the mother the symptoms of alcoholism 
were outlined. Her reactions were mixed. She was “‘scared’” that she 
was alcoholic and “glad she stopped”; fearful of the future, but 
warmer toward her husband as she understood that alcohol was 
undermining the family, not lack of caring. With this understanding 
she approached the three family interviews with a greater ability to 
extend herself to her husband. Mr. C. recognized the pattern of his 
father’s alcoholism being repeated in himself and vowed that he 
would help prevent this for his children. 

In family interviews the theme was that each was taking from the 
other, leaving each other depleted and despairing. Phrases like, “get 
no support”; “tired and run over”; “afraid to get out of bed each 
day”; “I smile but I cry inside”; “I’m afraid of you, Dad”; “no one 
appreciates’; “no one’s on my side”; “what’s going to happen to 
us?”; and “alone” repeated themselves. Gradually, they expressed the 
fear that if they listened to each other’s troubles they would be 
swallowed up. As they practiced, however, they began to let each 
other know they appreciated each other’s efforts. The children giggled 
as they talked about their father’s behavior while intoxicated, and 
the parents began to smile, too. It did not sound so bad in children’s 
voices. 

As they felt better, several things changed: they decided that if 
they were a family they should eat together; if Dorothy would not 
help, she should have her own place; the other children stopped 
acting out; Mr. C. continued drinking but sat in on free rounds of 
beer without spending the family money. Both he and the family 
were less likely to get at loggerheads when he drank. 


The caseworker consistently let the family know that she saw 
the drinking as symptomatic of an illness, not an expression of 
lack of love. The focus in their relationships moved from one of 
retaliation to one of mutual sharing of losses. Consistently, their 
behavior and roles were seen as adaptive to the stress and not 
bad in themselves. It was an attempt at problem-solving: the case- 
worker helped them begin to find other ways. No one was to 
blame—it happened. No one was without concern—they all 
cared. The children’s symptoms were ways of telling the com- 
munity that there was something wrong. The impetus for seek- 
ing help was theirs. Relationships improved as the drinking was 
rediagnosed from a weapon to an illness. The basic warmth came 
through. 

Not every family will respond in this way. Some achieve 
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sobriety, others separate. Regardless which course the family 
takes, they cannot see the effect of this illness on their family life 
unless the caseworker can share his understanding and his em- 
pathy with them. 


Drug Abuse Treatment Programs for 
Underprivileged Black Areas 


ASHTON BRISOLARA 


‘Tae ALARMING IF NOT EPIDEMIC spread of drug abuse 
and drug addiction in America is evidenced by the supportive 
data from social, welfare, health, law enforcement, governmental, 
voluntary, and even armed services agencies. Our country has 
witnessed the evolutionary spread of drug use and abuse from 
the gangster element, to the slum dweller, to the secondary and 
college student, to the middle and upper strata of our affluent 
society. 

Drug addiction is no fantasy. It is a fact, a brutal reality which 
enslaves its victim and breeds crime, discontent, disease, and 
despair. While there is no denying that the problem cuts across 
all social and economic strata, perhaps the greatest concentration 
of addiction thrives in the ghetto. 

To appreciate the ramifications of addiction one must under- 
stand what it implies. An addictive drug creates a physiological 
dependency, an increased tissue tolerance requiring ever in- 
creased dosages, and when the drug is unavailable, withdrawal 
involves physical pain and discomfort. Nonaddictive drugs, on 
the other hand, require no increased use, create no physiological 
dependency, and do not involve withdrawal when the supply is 
exhausted. Nevertheless, if used by individuals who have de- 
pendency needs, they can be a source of habituation, and hence 
cannot be disregarded when discussing drug abuse. Heroin is a 
drug belonging to the addictive type, marijuana to the non- 
addictive. 

Life is not always simple. Man fluctuates from the extremes of 
giddiness to melancholia. Most persons have the capacity of 
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remaining within the middle range of moods. Even when an 
occasional “up” or “down” extreme is experienced, his system 
usually quietly adjusts itself and balance is restored. 

However, because of many psychological and sociological fac- 
tors, life can become so complicated, with tensions and pressures 
bearing down in so many areas of life, that man begins to feel 
less important, and seeks escape from cares, anxieties, fears, and 
threats. In the case of the ghetto, the inevitable despair which 
becomes synonymous with life becomes unbearable, and the in- 
dividual seeks chemical comfort which immediately brings relief. 
The experience terminates in being “less upset,”’ which is quite 
a relief to the human trapped by and in his environment. Un- 
fortunately, as drugs relieve upset or unwanted feelings, man 
oftentimes returns to them again and again for help, learning to 
depend on this chemical comfort instead of upon his own inner 
resources and upon other people. If the drug is addictive, the 
increasing dosage follows and, ultimately, addiction. 

The source of opiates is the poppy. The use of opium is 
recorded in Greek writings as far back as the third century B.c., 
and is popularly associated with Asia. Opium, an extract of the 
poppy plant, has been used as a drug of addiction and as an 
anesthetic for thousands of years. Morphine, an effective pain- 
killer, is another addictive drug which is made from opium. Its 
use in the hypodermic needle was introduced during the War be- 
tween the States by Army surgeons, and its abuse became a na- 
tional problem which in the 1890s was called “the soldiers’ 
disease.” 

Heroin, which is also derived from the poppy, is a mixture of 
morphine and acetic acid and was discovered in 1898. It is now 
recognized as a very highly addictive drug. 

It is an interesting phenomenon that we are aware of the 
source of most heroin. Most poppy plants are grown in Turkey, 
transported to a laboratory on the outskirts of Marseilles, France, 
where they are processed into morphine and heroin. The supply 
of illegal heroin enters this country usually through the port of 
New York, or via Mexico. Of late, an influx of heroin has been 
noticed through our Southern ports from Cuba. 
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Heroin resembles powdered sugar, and the brownish type is 
usually identified as Mexican heroin. In large quantities heroin 
is sold in “bindles” or packages. In individual dosages it is sold 
in “papers,” which resemble sugar containers found in restau- 
rants and coffee shops. 

The heroin or “horse” or “‘H,” as it is called on the streets, 
which enters New York is a high-grade quality, usually around 
30 to 40 percent pure. As it is distributed, each pusher cuts the 
narcotic, so that the street heroin in most Southern states is from 
3 percent to 13 percent pure heroin. 

When the paper of heroin is opened, the contents are placed 
in a spoon called a “cooker,” and the diluted heroin is heated, 
drawn into a hypodermic needle or a homemade device using an 
eyedropper. A tourniquet is applied, and the heroin is injected 
into the vein, in an operation called ‘“‘mainlining.’”’ While some 
first users may experience sickness and nausea, the first pleasur- 
able ‘“‘fix’’ is an experience which many addicts unsuccessfully 
seek to duplicate. 

An average addict fixes three to five times a day. In a survey 
made by Dr. William A. Bloom, of Tulane Medical School, of 
1,500 addicts in New Orleans, 300 were women who supplied 
their habit by prostitution; 300 were “‘pushers”’; 300 were men 
and women who either supplied their addiction needs by em- 
ployment or from the income of their spouses; and the remain- 
ing 600 resorted to stealing. Since the cost of a fix is from $5 to 
$25, these addicts had to steal from $25 to $250 a day to supply 
their habit. Conservatively, it was estimated that these 600 addicts 
were responsible for thefts of over $12,000,000 a year. We can 
thus appreciate the correlation of addiction in the ghetto with 
crime in the community. 

Addiction also means an occasional overdose or O.D. when 
polluted heroin or heroin in strength beyond the user’s tolerance 
is injected. 

A user can occasionally be recognized if the counselor or 
worker is adept in recognizing the signs of addiction. Pinpointed 
pupils accompanied by itchiness immediately after a fix; severe 
apprehension and suspiciousness in context with the client’s 
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problem; track marks which may or may not be noticeable; long 
sleeves constantly worn to avoid detection; or physical checkups 
which reveal needle marks between the knuckles, toes, the legs, 
or even back of the tongue—can indicate a heroin problem. 

Of course, withdrawal can also be recognized if one is aware 
that it precipitates beads of perspiration on the nostrils, a run- 
ning nose, uneasiness, shakiness, and nausea. 

Regardless of whether addiction in the ghetto can be attributed 
to psychological causes, social conditions, or even the personality 
weakness of the addict, no one can deny that the ghetto is differ- 
ent. Childhood is not a prolonged and protected stage in the life 
cycle as it is at other levels of our society. ‘There is an early initia- 
tion into drinking and probably into sex and drug use, and these 
behavior patterns are quickly woven into the life style. In the 
case of the addict, no one can deny that he or she is hostile, mal- 
adjusted, immature, manipulative, and dependent, regardless of 
the cause. 

Perhaps it is the features of the slum which contribute to the 
epidemic spread of drugs—the hopelessness of most ghetto dwel- 
lers who can see nothing in the future but more of the same 
poverty, hunger, resentment, with no chances of improvement; 
frustration, flamed by surrounding affluence, and the dream 
vision from movies and television of what life could be like; the 
absence of a father image in a culture usually devoid of paternal 
presence or at least influence; the social context of an environ- 
ment where the more fortunate use geographic escape and leave 
behind only the remnant population who cannot or will not im- 
prove; the slum environment of overcrowded tenement houses; 
absence of real home life due either to parental absence, inade- 
quate finances, overcrowded living, or ineptness; the lack of 
meaningful things to do; few if any recreational facilities and 
areas. It is no wonder that youth are drawn into the only setting 
which offers momentary relief from reality—the streets. 

It is in the street that the youth of the ghetto learns sex, ex- 
presses revolt, learns the value of “bread,” and is exposed to 
drugs. Particularly it is on the streets that he learns how to view 
the world, develops the instinct of self-preservation, learns how 
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to survive, how to protect himself, his rights, and his possessions. 

There is, according to Miller, an inherent admiration and 
emulation among Negroes of excellence, status, and toughness.’ 
Accordingly, the ghetto youth admires the daring, the strength, 
the challenges, and performances of the “heroes” of the streets. 

According to Feldman, the emulation of the “stand-up cat” 
contributes significantly to the spread of drug addiction.” ‘The 
drug user, at least at first, is daring, ruthless, apparently ready to 
die for his cause and principles, would rather be jailed than 
“rat out” on his fellows; and his dress, because of extra cash, is 
usually flashy, hep, and affluent-looking. As the ghetto youth 
reaches adolescence, he endeavors to emulate the mannerisms, 
dress, toughness, and strength of certain drug users and addicts. 

The addict at the first stage of his addiction, projects success, 
and since he has been proven trustworthy, older adolescents are 
easy prey for potential drug sales. 

Even when the ghetto adolescent witnesses withdrawal, the 
itchy nod, the arrests, jail sentences, changed personality, and 
even occasional overdoses, he is lured to drug use either by ignor- 
ance, or by the conviction that this phase of drug addiction will 
not happen to him. Of all the fallacious beliefs or hopes of 
addicts, the one which drives him to believe “it can’t happen to 
me” is the most dangerous. He even interprets the degradation 
and weaknesses of the addict, who soon has given up his tough- 
ness, as a sign of “coolness.” 

Once addicted, it is only a matter of time before his quest for 
“bread” will be accompanied by some illegal act, and the proba- 
bility exists that the addict will resort to theft, be chased, shot 
at, “roughed up,” booked, and jailed. These complications only 
add more stress and hopelessness to the addict’s situation. 

The average addict is unskilled, uneducated. Even if he is 
paroled or placed on probation, and sincerely endeavors to re- 
main “clean,” each application for employment is abruptly killed 
by his jail or police record. Employment becomes almost an im- 


1 Walter B. Miller, “The Lower-Class Culture as a Generating Milieu of Gang 
Delinquency,” Journal of Social Issues, III (1958), 8-12. 

2Harvey W. Feldman, “Ideological Supports to Becoming and Remaining a 
Heroin Addict,” Journal of Health and Social Behavior, IX (1968), 131-39. 
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possibility, and in the hopelessness of it all, alleviation is sought 
by return to drugs. 

And so we have the addict, caught in the plight of the ghetto, 
chained to a habit that demands a constant supply of money to 
provide the fix which brings satisfaction, and each day deteriorat- 
ing still further into the depths of despair. 

The well-adjusted human being has friends with whom he can 
share his problems; hobbies, to utilize his free time and give a 
feeling of satisfaction and accomplishment; church where God 
is given His due, with the resulting spiritual satisfaction that 
gives personal gratification as well as alleviation of tensions; 
hopes for the future; professional, domestic, family, and personal 
goals; a family to which he can return and where he can find 
support and backing as well as satisfaction; and work which not 
only alleviates daily tensions through accomplishment and satis- 
faction, but also supplies the source of the necessities and lux- 
uries of life. ‘The addict, one by one, eliminates all that is good 
and wholesome in life and reaches the eventual rock bottom 
where his only friends are other drug addicts; where the only 
hobby is seeking out the next fix; where God is a nonentity; 
where there is no family; where work is impossible and money 
is obtained illegally; where the only goals are stealing and fixing; 
and where inevitably any flame of hope will be extinguished and 
there will remain only despair. 

Knowing what addiction is, is one thing; being able to iden- 
tify its causes is something else. Recognizing it in a client is no 
doubt praiseworthy; knowing what should be done about it is 
most valuable. Doing something about addiction is the only 
thing which really counts! 


THE COMMITTEE ON ALCOHOLISM AND DRUG ABUSE 


New Orleans has endeavored, in approaching its addiction prob- 
lem, to focus attention on: (1) the ghetto; (2) the addict; (3) the 
addict’s needs; (4) the community’s resources. Acting as a catalyst 
in the preparation of such an attack on drug addiction, a local 
voluntary health agency, the Committee on Alcoholism and 
Drug Abuse, which had previously been involved in the allied 
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addiction field of alcoholism, and which had been able to coor- 
dinate resources in the community in that area, took the initia- 
tive in bringing together a number of agencies to approach the 
problem in a practical manner. The Committee joined hands 
with DePaul Community Mental Health Center, Louisiana State 
University (LSU) Community Mental Health Center, the Na- 
tional Institute of Mental Health (NIMH), and Model Cities, 
known in New Orleans as the City Demonstration Agency, to 
prepare a proposal which would put into operation a workable 
and vibrant plan to combat drug addiction in the city of New 
Orleans. 

The three model neighborhood areas, under the jurisdiction 
of Model Cities, were the very sections of the community where 
drug addiction flourished. And so there developed a plan to 
apply for NIMH funds for a staffing grant with the Committee 
on Alcoholism and Drug Abuse as the grantee and with sub- 
contractual agreements with the community mental health cen- 
ters in order to afford the model neighborhood areas the five 
basic services of education and consultation, emergency services, 
inpatient services, outpatient services, and partial hospitalization. 

Utilizing Department of Housing and Urban Development 
(HUD) funds which can be matched by other federal funds, 
the plan developed outreach centers in the three model neighbor- 
hood areas so that services could be brought to the community 
at the community level. Traditional theories about motivation 
have to be altered. Few, if any, in most strata of society seek 
help voluntarily. There is always a family, an employer, a court, 
or some other external force. But in the ghetto it is not sufficient 
to make a service available, particularly a service for addiction. 
The residents have long been suspicious of the establishment, 
and are quite fearful of arrest, mistreatment, and jail. So, in the 
ghetto, it is necessary physically to establish a service in the com- 
munity, with the help of the residents, and physically to go out 
into the community and solicit the opportunity of bringing help 
to the addict. In so doing, a most effective strategy is to work 
within organizations where the people are participants, where 
they have acquired trust through experience, and where they 
have a sense of loyalty and acceptance. 
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The Committee on Alcoholism and Drug Abuse operates the 
education-consultation phase of the project; DePaul Community 
Mental Health Center handles the emergency, inpatient, and 
outpatient, rehabilitative services of the project, as well as out- 
reach centers in the Desire—Florida and central city areas which 
are both part of Model Cities; and the LSU Community Mental 
Health Center operates an outreach center in the Desire—Florida 
area. 

The staffing portion of the grant is funded by NIMH with the 
matching portion coming from HUD. The supplemental fund- 
ing is through HUD. In addition to the unique financial struc- 
ture of the proposal, the combination of the United Fund volun- 
tary health agency affiliated with community mental health cen- 
ters, which are federally financed, and the neighborhood resi- 
dents of the model neighborhood areas of Model Cities forms a 
strong combination of forces with varied skills to approach a 
very difficult problem. 

The project entails considerable data gathering and record 
keeping, An administrative staff supplies NIMH and HUD with 
required materials and reports, and is under the supervision of 
the Committee on Alcoholism and Drug Abuse. ‘This combines 
an educational and referral agency with the therapeutic skills of 
community mental health centers, coupled with existing com- 
munity resources, to bring about a practical approach to a very 
serious problem 

To prepare the community there are educational programs in 
all of the high schools and colleges of the area, clergy conferences 
for all religious denominations, seminary courses on alcohol and 
drug abuse, sixty-one companies with programs on alcoholism 
and drug abuse, radio and television preventive and motivating 
messages, youth projects, law enforcement contacts and _pro- 
grams, public addresses and projects, nurses’ programs and semi- 
nars, and a multitude of other activities to assist in bringing 
about a change of attitude, motivation of people in trouble to 
seek help, and prevention. 

The central call number for the operation, 524-H-E-L-P, is 
catchy and easy to remember. The telephone is located in the 
offices of the Committee on Alcoholism and Drug Abuse. Not 
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only is the number unique, but it is operated through a switch- 
board which links the caller, without additional dialing, to the 
emergency unit, outpatient service, or informational service that 
can handle the inquiry effectively or call for assistance. 

While all of the community’s technical skills and all the good 
faith of community residents are backing the effort, the partici- 
pants know quite well that reaching the addict is going to be a 
difficult task. Further, once an addict is reached and is placed 
under treatment, to maintain his cleanliness from drugs and to in- 
volve him in the many meaningful activities necessary to make a 
productive and happy individual will not be easy. But then, what 
is? ‘This master plan is no panacea for the problem of addiction 
in the ghetto. It is simply a human, well-intentioned, highly 
structured and organized, yet pliable plan, utilizing govern- 
mental and voluntary agencies, two federal agencies, whites and 
blacks, professionals and laymen, technicians and consumers, to 
attack a problem everyone hates, but few understand. 


Social Services for the Aged in a 
Community Center 


PHYLLIS TR. MILEER 
and DAVID GUTTMANN 


Tie PHYSICAL AND MEDICAL PROBLEMS that result from 
the chronological passage of time have resulted in research that 
has in turn increased longevity. Concurrently, efforts must be 
expanded that will result in the solution of the social problems 
that exist with an increased life span. 

Inability to continue in the labor force causes a major reduc- 
tion in income; lack of meaningful activities causes boredom and 
a feeling of uselessness; and changes in the normal life pattern 
cause tensions between marital partners. Children seem too busy 
to be attentive, many old friends are gone and aging means lone- 
liness, neglect, rejection. 

In addition to financial, employment, and housing difficulties, 
the problems of the old are often of a most practical nature. 
Frequently, they need actual help with cooking, cleaning, shop- 
ping and have real fears about riding an elevator, climbing steps, 
crossing a busy street, finding an unfamiliar address. They also 
need someone to talk to and contact with people of all ages. For 
one who is handicapped or temporarily incapacitated, needs are 
magnified and manifest themselves in fears that alter the individ- 
ual’s ability to cope with day to day living. 

The plight of the isolated aged is especially great in the large 
cities. Here is the individual who is most likely to end up in a 
nursing home, a home for the aged, or a state hospital when his 
capacity for directing his way of life is impaired. With the goal 
of keeping the elderly active members of the community, social 
work agencies have become increasingly aware of the desirability 
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of involving the aged in the planning and implementation of the 
services instituted for them. 

Our experience in dealing with older adults has taught us that 
the traditional service delivery by direct casework or group work 
has failed to meet their needs. For, of their own volition, few 
older adults consider approaching a social service agency for 
help. This reluctance to be helped “officially” is evident in the 
number of referrals that are not followed up. The aged person 
tends to have a negative image of outside help, seeing it not only 
as charity but as an admission of his inability to maintain his 
independence. 

And yet, there are problems that many of the elderly cannot 
resolve without help. For example, transportation is a major 
obstacle in the provision of service to the elderly, and this has 
been evident in follow-up studies of participation in senior 
citizen programs at the community center. 

In an effort to solve this problem the YMCA of Metropolitan 
Chicago secured a special grant from the Administration on 
Aging of the U.S. Department of Health, Education, and Wel- 
fare for a demonstration and research project on transportation. 
Underlying the project was the hypothesis that many senior 
citizens experience loneliness from needless isolation, frustration 
from hunger and pain simply because of immobility. “Not agile 
enough to take public transportation and too often unable to 
afford private transportation, hundreds of older people give up 
in frustration and make no effort to benefit from health services 
and social activities offered to them by public and private wel- 
fare agencies.” 4 

This demonstration project not only validated the above hy- 
pothesis and gave to hundreds of senior citizens free access to 
services, opportunity for friendship with their contemporaries, a 
sense of independence, and a feeling of a new life, it also pointed 
out the need for expansion to serve all the aged of the com- 
munity. 

That there is a high correlation between access to transporta- 
tion and participation in programs and in community center 


1 Transportation, Final Report, Part I, YMCA of Metropolitan Chicago, 1969. 
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membership in general we can see from a study conducted by 
the Jewish Community Center of Chicago in which g percent of 
the men and 32 percent of the women dropped their member- 
ship because it was hard for them to get to the Center. This is 
especially interesting since 60 percent of the members live within 
one mile of the center. 

While welfare legislation, especially Medicare and Medicaid, 
assist families and individuals to pay for health care, it would be 
wrong to assume that the health needs of the aged are adequately 
met. The benefits to which a participant is entitled are spelled 
out and can be interpreted, but the elderly consider these mainly 
as financial aids in the event of long-term hospitalization. The 
need is for more individualized service. If the community center 
is to fulfill its function it should provide information about 
problems that are generic to growing old and should have some- 
one available who can answer questions or assist people by 
establishing communication with whatever health or medical 
service is needed. It is known that many elderly, immobilized by 
community hazards, do not visit a physician until a crisis occurs. 
Others are dissatisfied with clinic services or have allowed their 
medical contacts to lapse for other reasons. 

That health plays a decisive factor in the total well-being of 
the elderly individual needs no explanation; that it is closely 
related to a person’s social competence was emphasized by the 
work of Lowenthal,? who showed that poor health leads to social 
isolation and loss of function. 

On the other hand, Ellison studied the effects of alienation 
and the will to live. He found that a low will to live (among 
retired steelworkers) was due to three closely interrelated vari- 
ables: social isolation, loss of function, and poor health. 

The direction of these interrelationships, says Ellison, is of 
crucial importance for the planning of services to the retired.® 

Closely related to the health care of the aged is the need for a 
solution to the problem of adequate housing. A recent repre- 


2 Marjorie Fiske Lowenthal, “Social Isolation and Mental Illness in Old Age,” 
American Sociological Review, XXIX (1964), 54-79. 

3 David L, Ellison, “Alienation and the Will to Live,’ Journal of Gerontology, 
XXIV (1969), 361-67. 
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sentative study showed that two thirds of our adult population 
prefer not to live with aged relatives. In Europe, housing needs 
of the aged are based on the following principles: ¢ 

1. It is in the best interests of the economy and social health of 
the country to provide old people with living arrangements espe- 
cially suited to their needs. 

2. Industrialized society, because of its influence on the break- 
up of the generations, must assume some of the responsibilities 
for the shelter and care of the aged previously supplied by the 
family. 

3. The mental and physical health of older people are pro- 
moted when the aged are privileged to retain active membership 
in the life of the community. 

What is the role of the center in assisting its members who 
find that the house they own is a burden, who cannot climb the 
steps to a second floor apartment, who are afraid to venture out 
because the neighborhood is known for its crime rate, who do 
not know the rights of tenants regarding heat, plumbing facili- 
ties, and so on? If the center cannot serve as the housing expert, 
what indirect assistance is it able to provide? 


HOW SERVICES ARE RATED 


Realizing the complexities of social services for the aged and the 
centers’ role in providing them, we were interested to find out 
how the community centers rate these services. A simple ques- 
tionnaire was sent out to twenty-two centers, each of which has 
at least four hundred older adult members. 

One request was the following: “Rank the following categories 
of problems in order of importance as concerns of the elderly: 
housing, health and medical care, transportation, finances, other 
(please explain other).” 

Eight centers ranked health and medical care as the number 
one problem and an additional four centers saw it as the second 
major concern of their elder members. Yet only three centers 
offer health services to elderly members. This service is given by 
a medical social worker in two of the three centers, while in the 


4Ernest W. Burgess, ed., Aging in Western Societies (London: Routledge & 
Kegan Paul, 1951), p. 125. 
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third center “the Director arranges for physicians, nurses, dieti- 
tians and social workers to come in, present programs, and offer 
assistance with problems.” 

Housing and finances were ranked by four centers as the num- 
ber one problem, with an additional eleven centers reporting 
them second in importance. Transportation was selected by only 
two centers as the most important concern of the aged. 

Other concerns reported by the directors of the centers in- 
cluded: leisure-time activities (4); need for new sources of sociali- 
zation to replace old and lost ones, such as family, school, work 
(4); concerns for safety, especially in older neighborhoods which 
are in transition (2); need for companionship (2); strengthening 
family relationships (3); better nourishment (1); and need for 
achievement (1). 

Only one of the twenty-two centers reported a “close working 
relationship with Family Service.” In this center a “caseworker is 
assigned to the center’s older adult program, on a one-day-a-week 
basis, to meet individual or group needs.” 

In six centers a full-time social worker is employed to deal 
with the concerns and problems of the elderly, and one center 
reported the use of an educator and a part-time social worker. 


RECOMMENDATIONS 


Based on the data obtained from this survey it is assumed that 
present programs for the aged do not adequately relate to their 
social service needs. The desired service should utilize the skills 
and resources available in the community, and a major part of 
the planning should be done by the recipients of the service— 
the elderly. 

It is realized that budget and staff limitations of the centers 
preclude the immediate implementation of large-scale programs 
to provide medical and health care, solutions to housing prob- 
lems, and a transportation system that will be available to all 
senior citizens on a continuous and permanent basis. What is 
being recommended is a special information-referral service in 
the major center of each city to serve the elderly exclusively. Of 
course, every center has a so-called “information service,” and the 
staff usually considers this to be a referral service within the 
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limits of the center’s ability to provide extensive service for one 
particular age group. But the responsibility is assumed by the 
main information desk, the’switchboard, or the registration office. 
Problems are handled by persons with expertise in routine pro- 
cedures, but the scope of the need far exceeds their ability to 
handle it. 

The aged person needs a more individualized service, one that 
is readily accessible. He needs someone who is a member of the 
regular staff and is therefore available; someone who has time to 
listen and is interested; someone who knows the community and 
its resources; someone who can make referrals and then follow 
up with the agency and the individual to see that the need has 
been met. 

Does this staff person have to be a social worker? This would 
be desirable but not essential. The prerequisites are an interest 
in, and knowledge of, gerontology; skill in interviewing; ability 
to keep up to date with changes and additions to community re- 
sources, their availability, and limitations; personality character- 
istics that include empathy, understanding, and willingness to 
listen, hear, and respond. It may be practical for a particular 
center to hire a public health nurse or an educator or some other 
professionally trained person. 

These are alternatives. ‘The very nature of the operation of a 
center with all its varied components, ages served, and so on, 
necessitates that while a staff member carries the responsibility 
for one specific group, that person must be a member of the 
planning and policy-making body of the center as a whole. The 
social worker has been trained in these areas and also has the 
knowledge and skills to understand the social problems of the 
aged. ‘The social worker has been trained to formulate the goals 
of social well-being and to assist in implementing them, focusing 
on the recipient of service while activating the necessary re- 
sources required. 

If community centers are to achieve their goal of serving the 
multiple needs of the elderly in the community, they must pro- 
vide intensive and extensive services that exceed leisure time 
pursuits. The need is urgent. Will the need be met? 


Private Enterprise Tackles a Senior 
Adult Program 


LYNN HUBBERT 


‘Lae PROBLEMS OF OUR OLDER CITIZENS have been snow- 
balling year after year until they have reached tremendous and 
frightening proportions. Everyone seems willing to admit that 
action must be taken sometime, soon, by someone. But the 
problems are now. Solutions must be now. And Texas Bank & 
‘Trust Company is attempting to provide recognition and services 
to an important segment of our population. 

The Texas Bank program is an experiment in what business 
can do. It does not propose to solve all the problems of the senior 
citizen. It does propose to help solve many of them. In an age 
when a problem this large must be shared by many groups and 
many individuals, as well as by both public and private organiza- 
tions and the government itself, industry must help share the 
burden. The bank’s senior adults program seems headed in the 
right direction. Since the program’s inception in May, 1970, an 
ambitious calendar of events has been formulated and carried 
out. 

How did it all start? Like most projects. The need was sighted; 
plans were made to help alleviate that need. 

A former program director for senior citizens in the Dallas 
area took a close look at the needs and problems confronting this 
particular group of Americans. Basically, the problems fell into 
three categories: physical, psychological, financial. Here were 
interesting, alert, intelligent people with little to do with their 
lives. It was obvious that they had been “put out to pasture” 
long before it was either necessary or desirable. A firm belief that 
the potential strength of any country lies in its ability to recog- 
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nize all its resources became a source of concern. It was time to 
open up some opportunities to these older citizens instead of 
slamming all doors in their faces. 

Others shared this philosophy. Ben Lindsay, the Administra- 
tive Assistant with the Texas Governor’s Committee on Aging, 
was one of them. Another one was Sam Black, a senior vice presi- 
dent of Texas Bank & Trust Company. As a result of their inter- 
est, a Senior Adult Department was created and immediately put 
into operation under the direction of the writer. 

The first goal was to assure senior adults that the bank was 
sincerely interested in them, not just their money. Activities be- 
gan with a bus tour of the city, honoring senior citizens in May, 
Senior Citizens’ Month. On June 4 a reception was held for them 
in the executive quarters of the bank. Bank officials welcomed 
senior adults, who were served refreshments and introduced to 
officers who could help them with their particular banking needs. 
Future programs were outlined, and a tour of the bank con- 
cluded the day’s event. There were approximately 160 senior 
adults in attendance. ‘This was the beginning. 

This may seem like going a long way around to get consumer 
services to these people, but the bank was acting on the premise 
that these were people who, in a sense, had left “the market 
place.” In order to show them how they fit into the over-all pic- 
ture, what the bank could do for them, and what they could do 
for themselves, they first had to be brought back into the market 
place. 

Experts spoke to them on all phases of finances. Bank officers 
were alerted to help them individually in any banking area 
where they would be involved. Trust officers gave them specific 
advice on trusts and wills. Seminars were held on money manage- 
ment, and they were offered booklets on the subject. The bank 
encouraged them to bank their money in the way best suited to 
their needs and showed them how they could earn more interest 
by investing in certificates of deposit. 

Many of them had given up checking accounts. It was psycho- 
logically important for them to feel that they were capable of 
writing their own checks to pay their own bills. All bank costs 
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were waived on their checking accounts. They were encouraged 
to bank by mail for safety’s sake, and they were shown how even 
their social security checks would be safer with this form of 
banking. 

Although many of the senior citizens had to live on very 
limited means, the bank encouraged them to maintain savings 
accounts. No matter how small the deposit might be, it repre- 
sented a gesture of independence and might in time enable a 
senior citizen to fulfill some long-held desire. The favorable 
response to this suggestion has shown its appeal to the individual 
as a means of maintaining a sense of dignity and responsibility in 
money management. 

Seminars were held on personal property taxes, with County 
Judge Sterrett explaining their rights in detail. Congressman Col- 
lins spoke to them twice on special legislation for senior adults, 
some of which was just in the planning stage, some of which had 
already been passed but needed to be clarified, such as the 
increase in social security. Lieutenant Governor Barnes spoke on 
meeting the needs of the older citizen through the Governor’s 
Committee on Aging. The first Dallas Community Forum, a pro- 
logue to the 1971 White House Conference on Aging, was held 
at the Texas Bank’s ‘Town Hall. Press releases and coverage by 
local television have increased awareness and provided recogni- 
tion of the needs and activities of the senior adults in our com- 
munity. 

Getting political figures involved served several important 
purposes. It provided top authorities as speakers on a variety of 
subjects concerning the older citizen. It made those in the audi- 
ence feel that their needs, concerns, and opinions were important 
if these people were willing to take time to talk to them. And it 
made the political figures aware of the job the bank was trying to 
do. Involvement in the program was expanding in all directions. 

Bank officers took time to explain in detail how to balance a 
checkbook. Widows handling endowments, insurance, and so 
forth, often needed instruction on the most basic methods of 
money management, savings, and safety measures for their in- 
heritance. Seminars on frauds were planned to show the senior 
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adults how to protect their money. Those with very low incomes 
would be shown how to put their money to better use at a bank 
where interest could be compounded daily and they still would 
have instant access to that money upon demand. Safe deposit 
boxes were introduced to many who had thought of them as only 
the property of the more affluent. 

Perhaps the most important step of all was to set up a pre- 
retirement program for the entire community. An eight-week 
session was designed for the purpose of directing preretirees 
toward successful adjustments in living, financially, socially, and 
psychologically. Four specific objectives were stated: (1) to pro- 
vide and facilitate legal and financial planning for preretirees; 
(2) to facilitate health and welfare planning; (3) to involve pre- 
retirees in role-defining activities; and (4) to involve them in 
creativity and planned use of leisure time. The two-hour sessions 
were held in the Texas Bank Town Hall from 4:00 P.m. to 
6:00 p.M. Wednesday afternoons. The first program was held in 
the fall of 1970. By the spring of 1971 the bank was in the midst 
of a third program. Companies in the area were recommending 
that their employees start the course as early as the age of fifty, 
and their spouses were invited to take the course with them. A 
fee of $15 was set, and a man and wife could take the course 
together for $22. 

To direct the course a highly qualified educator, Lorraine H. 
Clark, with a doctorate in psychology and gerontology, was 
selected. Other authorities in education, medicine, civic matters, 
and so on, were invited to participate. The health problems of 
the older citizen were discussed by a physician. Authorities on 
Medicare shared their knowledge. Speakers from the Red Cross 
and similar organizations called on the preretirees to help with 
volunteer work and also told them what sources of help were 
available to older citizens. Community involvement was stressed. 
Social security, insurance, even employment for those over sixty- 
five, were covered. Individual counseling was available for each 
participant. 

For the future, a course in driving has been planned. The 
bank has also become involved in an effort to get reduced bus 
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fares for those over sixty-five. Meanwhile, the bank has provided 
opportunities for senior adult entertainment. Book reviews, card 
games, dinner dances, plays, lectures, fashion shows, local tours, 
even a trip to Europe, have become part of the bank’s project to 
help the senior adults. 

The bank started with a mailing list of 300 older citizens. The 
list has now reached approximately 3,500, without any elaborate 
promotion through the media. 

Twenty million Americans are past sixty-five right now. If 
statistical estimates are correct, by 1980, twenty-five million peo- 
ple in the United States will be sixty-five or over. It would be 
ridiculous and shortsighted to overlook such an important seg- 
ment of the population. Indeed, can this nation afford to ignore 
so large a part of its population? 

Texas Bank is doing its part to help bring the older citizen 
back into the market place. It is doing more. It is holding its 
preretirement course in order to prevent these citizens from ever 
leaving the market place at all. But one bank, in one city, in one 
state, can make only a small dent in the problem. It will take a 
lot of people, a lot of organizations, a large part of industry, to 
get the job done right. 

The important thing is to start now. Once the first step has 
been taken, it is amazing how many doors will open for such a 
project. 

Indeed, ‘‘action must be taken . . . sometime . . . by some- 
one.” How about you? 


Redefining the Role of Hospital 
Social Work 


EMANUEL HALLOWITZ 


W. ALL KNOW TOO WELL that hospitalization often 
represents a crisis for the patient and the family. The physical 
discomfort, the lack of familiar supports, the enforced depen- 
dency and isolation, the fear and anxiety associated with illness 
and disability all tend to threaten or weaken adaptive mecha- 
nisms and defenses. Early social work intervention with the 
patient and his family can do much to relieve the stress and 
strain as well as to help them master the fear of the medical pro- 
cedures and what the future might hold in store. We also know 
that the more we can identify for the physician the emotional 
and social factors that affect his patient, the more able he is to 
plan an effective treatment and rehabilitation program and the 
more productive will be his consultations with the patient and 
the family, particularly if he believes in treating the person and 
not just the disease. 

We also recognize that the mere discharge of the patient from 
the hospital does not mean that the need for social service inter- 
vention is at an end. The process of helping patient and family 
come to terms with the nature of a disabling condition, to read- 
just to shifting roles and responsibilities, and helping to maintain 
their sense of adequacy and integrity often needs to be continued 
after discharge. 

In short, the tasks of the medical social worker can be exciting, 
challenging, and rewarding. They call for high-level skill in diag- 
nosis, consultation, treatment planning, and utilization of a 
number of different treatment modalities: social casework, group 
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treatment, family interviewing, crisis intervention, and so on. 
Yet, medical social work is held in low repute. 

I do not profess to know all the reasons for this, but a few 
obvious ones come to mind. First is the anxiety attendant upon 
working with physically ill and crippled people. Rather than ad- 
miring and respecting those who are willing to and can work 
with such individuals, some people find it protective of their self- 
image to look down their noses at the medical social worker and 
to scorn her as one who never really gets involved in the treat- 
ment of emotional conditions, and to view her as one who only 
does simple counseling and handles financing, nursing homes, 
and referrals to other agencies. Second, the patients are not seek- 
ing social work assistance though they often need it quite badly. 
The task of engaging them in the helping process is no simple 
task and calls not only for skill but for an enormous amount of 
ego strength and personal security. It is much easier and initially 
more gratifying to work with those who seek our help and have 
already acknowledged that indeed they do have a problem. So 
again, as a defensive maneuver, it is easier to say that “medical 
social work is too frustrating—those who need help don’t want 
it.” Third, the social worker in most hospital settings plays a 
very subordinate and ancillary role within the total complex, 
and that too, is a threat to one’s self-esteem and professional 
image. Fourth, and most crucial, it is true that in most hospitals 
the social worker does play a handmaiden role and is viewed, and 
views herself, essentially as a body mover, a financial agent, and 
the one who obtains various kinds of prostheses for particular 
patients. 

I am not demeaning such tasks; they are essential. But often 
these tasks are time-consuming, and except in a small minority of 
situations they do not demand the service of a highly skilled pro- 
fessional. Indeed, most of these cases can just as readily be 
handled by supervised nonprofessionals.* 

Though many of us complain about the low-level work we are 


1See Arthur Pearl and Frank Riessman, New Careers for the Poor (New York: 
Free Press, 1965; Frank Riessmann and H. Popper, eds., Up from Poverty: New 
Career Ladders for Non-Professionals (New York: Harper & Row, 1968). 
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expected to perform and complain about being treated as hand- 
maidens of the physicians, as a good caseworker I ask what secon- 
dary gratifications are involved in our perpetuation of the system. 
For it is the medical social worker who perpetuates the system, 
not the physician. So, what are we, the social workers, getting 
out of it? 

First, the involvement in meeting specific needs provides im- 
mediate proof to the worker that she is doing something useful, 
is really helping. Usually, there is immediate appreciation and 
gratitude from a patient or family, and perhaps, just as im- 
portant, the physician and other hospital personnel also are 
appreciative and value the service. Second, by concentrating on 
the tangible and the specific the worker can master her own 
anxiety about the disabling condition and, furthermore, perhaps, 
she can avoid the anxiety attendant upon dealing with emotional 
issues and conflicts. Third, to assert a different role requires a 
certain amount of aggression, which in itself can be frightening, 
particularly when it appears to threaten or challenge the au- 
thority, the omniscience, and the omnipotence of the physician. 
One may wonder also whether there is not some unconscious 
gratification in playing the role of dutiful “daughter.” 

It has been my experience in a number of hospitals that al- 
though medical social workers complain bitterly to each other 
and to the administrator that they are not treated as professional 
colleagues, they do little more than that. It is as though they 
expected the administrator to call the physicians together, chas- 
tise them, and persuade them to treat social workers as colleagues. 

One of my social workers was called out of a staff meeting by 
the hospital secretary, who informed her that a physician needed 
to see her immediately. The secretary had told him that the 
worker was in a staff meeting, but he claimed it was an emer- 
gency. Later the worker, quite furious, reported to me what had 
occurred. When she reached the floor, the physician was not 
there, it took her fifteen minutes to track him down, and what 
he had wanted to see her about was not urgent at all; he could 
have left the message with the secretary; it could easily have 
waited till the afternoon or even until the next day. Her com- 
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ment was, “You see what we have to put up with?” I nodded and 
asked what she did about it. Her response was a shrug of the 
shoulders—‘That’s the way they are. They have no considera- 
tion, no respect, etc. etc. I guess we just have to grin and bear it.” 

Shortly after I came to the University of Chicago, one of the 
medical social workers described her job to me. She was actually 
covering three services. I suggested that since she really could not 
cover all the patients who needed her, she might want to concen- 
trate on a particular age group or a particular medical condition; 
in other words, choose her own priority according to the need or 
her interest. Her response was that she had always been interested 
in working with people who might have to undergo an amputa- 
tion and she could not imagine that they would not need consid- 
erable social work help. I said, “Fine. That makes sense to me.” 
“Well,” she replied, “now that I have your approval I will seek 
Dr. Williams’s permission.” ‘““Why do you need his permission?” 
I asked. The worker was obviously flustered. “‘He’s the head of 
the service,” was her answer. “I can’t just go see patients without 
his permission. They’re his patients!” 

“Yes, he is the chief of the service,” I agreed, “but he doesn’t 
have the authority or the competence to determine who needs 
social work intervention.” 

“Well, don’t you think we should function as a team?” “Yes,” 
I replied, “‘you may tell him this is what you are planning to do; 
ask what he thinks about it, and seek his assistance in implement- 
ing the plan. He may have other ideas about what would be 
more helpful, which you will consider, but you will decide, not 
he. You seek his consultation, not his permission. There is a big 
difference.” 

“But what if he doesn’t want me to see his patients?” “I doubt 
that that will happen,” I said. “But let’s suppose it does. First, 
we ought to remember that at least in this hospital the patients 
aren’t his patients, they’re hospital patients, and the hospital 
employs physicians, nurses, social workers, dietitians, physical 
therapists, all in the interest of the patient. Now, if he doesn’t 
want social workers on his team, he can take that up with the 
administration, and I would be happy to move you to another 
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service that is not covered. We don’t have enough social work- 
ers to meet the need anyway, and if Dr. Williams doesn’t feel his 
service needs social workers ‘that’s fine. There are other services 
that are dying to have us.” 2 

These interchanges were not held with beginning workers. 
‘These were two very competent senior workers. 

Most, if not all, of our hospitals do not have sufficient person- 
nel to meet the social service needs of patients and their families. 
Therefore, since we cannot meet all of the needs, what ones do 
we choose to meet? The sad fact is that, in most hospitals, priori- 
ties are not determined by the social service department but by 
the administration or by the physicians on a particular service. 
The result is that workers are assigned to cover multiple services 
within the hospital, both inpatient and outpatient, and they go 
from one crisis situation to another—not crises that they have 
identified as such, but those which have been so determined by 
the physicians. Though the social workers complain bitterly 
that there is insufficient staff to meet the need, they nevertheless 
continue by their actions and deployment of staff to convey to 
administration that the size of the staff is adequate. 

When I suggested at a staff meeting that we should reduce 
our coverage and stop implying that we were covering the social 
service needs, those who had complained the most were also the 
ones who complained the loudest: “You cannot do this.” “All hell 
would break loose.” “What would happen to the patients on 
those services that would not be covered?” “This is the nature of 
the social service job.” I do not mean to give the impression that 
all of the workers were opposed to this. Quite a few were in- 
trigued with the idea. 

There are a number of issues involved here. What are we 
afraid off Why are we afraid? Who should set social work stan- 
dards and define the nature of social work intervention? Perhaps 
most telling of all is that if we want to bring about institutional 


2 The use of scarcity of social work services as one source of power is noted by 
John Wax, “Developing Social Work Power in a Medical Organization,” Social 
Work, XIII, No. 4 (1968), 62-71. 

3 See Barbara Gordon Berkman and Helen Rehr, “Unanticipated Consequences 
of the Case-finding System in Hospital Social Service,” Social Work, XV, No. 2 
(1970), 63-68. 
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change, we need to discover first and foremost what are our own 
resistances to change. To put it another way, first we need to 
change ourselves and “that ain’t easy!” 

Many of us in hospital social work believe that a good social 
service department has other functions in addition to providing 
direct service to patients and their families. We say that we 
should be concerned about the patient-care system and should be 
involved in the assessment, planning, and organization of that 
system.* We also say that it is the responsibility of social workers 
to gather data that bear on health-related community issues, 
share our findings with civic and community groups, and, in 
concert with them, press for remedial legislation, improvement 
of current programs, or the adoption of new ones. We also say 
that we have a responsibility not just for educating social work 
trainees and students, but for sensitizing other members of the 
health team to social work and mental health concepts and 
principles. Further, we state that a social work department 
should contribute to the development of new knowledge and 
skills through study and research. Sadly, these lofty goals are 
more honored in the breach than they are in the doing. 

But, one hears, we are so understaffed and the need for service 
is so pressing—how can we in good conscience devote time to 
these other things? If workers are running from crisis to crisis 
and cannot develop priority systems for direct service, how can 
we really expect them to develop priorities for all of these func- 
tions? The real questions are: Do we really believe in these other 
functions of a social work department? How do we structure our 
program to facilitate such development? How do we make these 
expectations clear to workers? How do we enable them to meet 
these expectations? What incentives and rewards will interest 
staff in these areas? 

It is not expected that all social workers will function with 
equal competence in each of these areas. Unfortunately, we have 
not given social workers the opportunity to develop the knowl- 


4 See Sidney Hirsch and Abraham Lurie, “Social Work Dimensions in Shaping 
Medical Care Philosophy and Practice,” Social Work, XIV, No .g (1969), 75-79; and 
Bertram J. Black, “Social Work in Health and Mental Health Services,” Social 
Casework, LII, No. 4 (1971), 211-19. 
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edge and skills necessary to accomplish these tasks. We have not 
challenged their interests or their creative abilities. We have 
been almost exclusively preoccupied with social casework prac- 
tice, and even in direct service we have been woefully lacking in 
developing and sharpening the techniques of group and family 
approaches. 

Let me report briefly some of the innovations that we have 
introduced at the University of Chicago Hospitals and Clinics. 
In a series of meetings the social service staff reexamined our 
deployment of staff and decided that each worker would cover 
only one service, leaving many services uncovered. The services 
to be covered were selected on the basis of need of the service, 
the receptivity of the service staff to the social work contribution, 
and the worker’s interest. We employed an additional social 
work assistant to cover emergency calls from the uncovered 
services. We also added two professionals and two social work 
assistants to the social work staff. Moreover, I have requested for 
1971 a 50 percent increase in social work staff, for which I have 
the support of the medical and nursing staff. 

A major task was to redefine our priorities. For many reasons 
we determined that our principal priority was to be the patient- 
care system within our hospital complex. We decided that the 
social worker’s client would no longer be Mrs. Jones or Miss 
Brown or Mr. Green but the service to which she was assigned. 
The implications of this are that the social worker has to assess 
the service delivery system, its strengths and weaknesses, its 
decision-making processes, and how she can intervene to improve 
its over-all functioning. This means that she might do casework 
with selected patients and their families; she might organize 
groups of patients or groups of staff; she might be an adminis- 
trator, a coordinator, a systems analyst, a program developer, an 
educator, a change agent. She has to be able to diagnosis staff 
tensions, assess the efficacy of routines and procedures, identify 


5 Martin Rein notes in “Social Work in Search of a Radical Profession,” Social 
Work, XV, No. 2 (1970), 23, that “caseworkers can act as rebels within a bureau- 
cracy humanizing its established procedures and policies.” See also Celia S. Deschin, 
“The Future Direction of Social Work,” American Journal of Orthopsychiatry, 
XXXVIII (1968), 9-17. 
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the role discrepancies, role confusions, and involve people in the 
task of improving the quality of the human care on that particu- 
lar service. 

To do this is no easy task, particularly when there is no institu- 
tional authority or sanction to perform these roles. On most of 
the services, however, the circumstances were propitious for this 
kind of intervention. Everyone felt some degree of dissatisfaction 
with the patient-care system, but each group had its own particu- 
lar scapegoats. The physicians were sure that the fault lay with 
the nursing staff or the housekeepers. The nurses, of course, 
blamed the physicians. They both could agree that there were 
some things definitely lacking in the kitchen, the administration, 
the lack of supplies, or the transportation system. But no group 
ever looked at what they were doing or could do to improve the 
situation. Not only did there seem to be a leadership gap but 
also an initiative gap and on many of the services there was a 
prevailing attitude of “what’s the use?” 

While each worker developed her own style and technique for 
intervening within the system and some with more and some 
with less success, a few trends became clear. The social workers 
by and large recognized that they had not been spending much 
time on the floor; that they really did not know the nurses, the 
licensed practical nurses (LPNs), the nurses’ aides, the housekeep- 
ers, or even the physicians well; they too had been treating the 
regular staff as objects and they could begin to perceive that they 
too were not communicating and that they too had engaged in 
the favorite game of scapegoating. ‘They began to make it a point 
to talk with all personnel; to seek their opinions, their advice, to 
involve them in case management; and whenever possible to give 
positive feedback from the patient to the nurse, to the house- 
keeper, to the physician. As they met with people, individually 
and in small groups, the social workers were able to identify 
potential leaders and allies who might be enlisted in working 
toward improving the system.® As they began to comprehend the 
pressures on other staff, as they gained clarity about how other 


6 The recruitment of allies as another source of power and influence is noted 
by Wax, op. cit. 
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staff members viewed their own functions and responsibility, they 
were able to institute ways in which grievances could be aired, 
conflicts brought into the open, and thus they enabled groups 
and individuals to achieve some better resolution. 

On some of the services one of the features that was introduced 
was the patient-care conference, originally called “social service 
rounds.’”’ These rounds were attended by the social worker, the 
attending physician, the house staff, and the head nurse. The 
social worker felt that these rounds were very helpful, giving her 
a better picture of each of the patients on the floor and helping 
her to decide which patients to work with. It soon became ap- 
parent, however, that interest in social service rounds was dwin- 
dling. The house staff in particular were resistive. They had 
better ways to spend their time, and what usually ensued was a 
tug of war between the social worker and the house staff. On 
some services the worker would pressure the attending physician 
to insist that others attend. On closer examination it became 
clear that these sessions were meeting the needs of the social 
worker but not the needs of either nursing personnel, house staff, 
or the attending physician. Often people came to the meetings 
because they liked the social worker or because they felt obli- 
gated to attend. 

It was decided to change the nature of these meetings and to 
call them “patient-care rounds” or “‘social medicine rounds.” 
Discussions were held with the attending physician, making it 
clear that these were his meetings not ours and that this was his 
opportunity to teach his staff about social medicine and how to 
work in collaboration with other professionals.7 The format was 
changed, and the social worker was no longer the chairman of 
the meeting but one of the participants. Initially, cases were 
presented by the intern or the resident. The pertinent medical 
condition was reviewed briefly by him, and then everyone was 
free to participate so that the medical condition became under- 
stood by all. At times the attending physician might ask his 
intern or resident what he saw as the implications for nursing 
service, or dietary service, or social work service. Similarly, ques- 


7 Special recognition needs to be given to Alvin R. Tarlov, M.D., Chairman of 
the Department of Medicine, for his very active support, guidance, and leadership. 
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tions might be raised by the social worker about the social and 
emotional factors. For example, the social worker might ask, in 
the instance of a cardiac patient, if he lives in an apartment 
house, what floor he lives on, and whether there is elevator 
service. If the patient’s physician does not know, the attending 
physician might explain why it is important to know and that 
knowing is part of his job. Or questions might be raised as to 
the man’s occupation: Will he be able to continue in that occu- 
pation? If not why not, and has this been discussed with him? 
How would you discuss this with him? As the conference pro- 
gressed, the nurses, the dietitian, the unit manager, or the social 
worker might bring up patients or families that they were con- 
cerned about. 

During either the case discussion or the discussion of general 
problems there were opportunities for nurses to clarify their role 
and function, for the social worker to impart information about 
the emotional and social factors affecting the patient and his 
family that would influence the medical treatment or discharge 
planning. As participants became more comfortable with each 
other, routines or an individual’s way of working that rubbed 
people the wrong way could be opened up for consideration. 
These meetings enabled a coordinated approach to particular 
patients, gave the various staff members a feeling of involvement, 
status, and respect, and began to sensitize all of them to the 
patients as people. Needless to say, morale and functioning have 
improved considerably. 

The point is that while difficulties in communication are not 
unusual between disciplines, it should be borne in mind that 
special problems are unique to the hospital setting. ‘The physi- 
cians, by virtue of their training and the kind of life-and-death 
responsibility they carry, tend to develop an authoritative man- 
ner. They write “orders” and tell the nurse or dietitian what 
they want done to or for the patient. The high esteem and status 
that our society accords the physician reinforce the image of 
authority and “boss.” The training and experience of nurses 
further reinforce the image of the physician as someone who is 
not to be challenged, questioned, or confronted. 

Therefore, the vast gulf between physician and staff makes it, 
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on an emotional and psychological level, difficult for other 
members of the health team to assert their role, their expertise, 
and the value of their contribution. The social worker is also 
affected by this gulf, but since she is somewhat outside the system 
and is given adequate support from within her own department, 
she can play a significant and valuable role in mediating and in 
bridging the communication gap. 

On several services the social worker suggested, sometimes to 
the head nurse, sometimes to the physician, that in addition to 
the patient-care meetings it would be a good idea if the attending 
physician, the head nurse, the nursing supervisor, and the unit 
manager would meet regularly to review nursing, medical, and 
administrative procedures and routines. On a number of services 
the social worker has enabled the nursing staff to request that a 
physician meet with them once or twice a month to talk about a 
particular medical condition and the nursing service that is 
required for that type of patient. 

The social worker has found other ways to intervene. From 
time to time the social worker attends medical rounds and makes 
opportunities to ask pertinent questions of a patient to elicit 
information that she feels will have a bearing on the medical 
treatment and care that he will require. If she feels that a 
patient has not been adequately prepared for medical rounds, 
she will point this out and use the opportunity to clarify how a 
patient must feel when he is suddenly descended upon by a 
group of physicians without any warning or any explanations of 
the purpose. She may also inquire about what kind of feedback 
is given to the patient following the rounds. When she feels 
that something important is being overlooked or ignored she will 
make herself heard, either during the medical rounds or later at 
the patient care conference. 

One of our workers attending rounds with a new group of 
physicians and house staff listened to the discussion of Miss 
Brown’s condition. It became clear that the prognosis was poor 
and that she would probably die in a few months—at twenty-two 
years of age. When the discussion was finished and they were 
ready to proceed to the next case, the social worker asked whether 
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the patient and her family would be told. The attending physi- 
cian responded, “I’m sure Dr. Jones [the intern] will be talking 
with the family and be as supportive as he can.” Again, they 
were ready to move to the next case, and again the worker inter- 
vened and said, “You know, talking to the patient or to relatives 
about impending death is one of the most anxiety-producing 
experiences that a physician can have.’’ There were a number of 
nods which encouraged her to proceed with, “Maybe some time 
we can talk about how this can be done and how to use the 
services of the social worker or the chaplain in such instances.” 
One of the interns said that it would be very helpful and won- 
dered whether we could invite to such a meeting one of the 
psychiatrists, a noted expert in the field of death and dying.’ The 
attending physician thought that this was a good idea and asked 
the social worker if she would arrange such a meeting. That 
afternoon, the intern sought out the social worker saying, “You 
know, I can’t wait till next week. I’ve got to talk to that family 
in the next couple of days. Do you know of anything I can read 
on the subject?” 

Here, too, the point to be made is that not only are we in- 
suring by such interventions better care for the individual and 
his family, but perhaps of equal importance we are conveying 
the message that we do not expect physicians to be experts in 
everything, and that there are other colleagues who can assist 
them in the task of providing responsible care. 

A year ago the patient-care committee of the Pediatric Service 
of Wyler Hospital, in which the pediatric social work supervisor 
played a leading role, became concerned about the increasing 
tension between various hierarchical levels of staff, particularly 
as it concerned dealing with the increasing number of low- 
income black patients. They thought it would be helpful if the 
entire staff of the hospital were divided into small groups of ten 
or twelve and that each group engage in a series of meetings with 
competent leadership to discuss how to deal with the different 


8 Elizabeth K. Ross, M.D., On Death and Dying (New York: Macmillan, 1969); 
Ronald R. Koenig, “Fatal Illness: a Survey of Social Service Needs,” Social Work, 
XIII, No. 4 (1968), 85-90. 
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life styles of the patients and their families.® In developing this 
plan they invited Dr. Robert Daniels, the Associate Dean of 
Community Medicine (a psychiatrist and an experienced group 
psychotherapist) and me to serve as consultants. Following a pilot 
program in which Dr. Daniels and I led two such groups, we 
recommended that the program go ahead, that the groups be 
organized across unit lines and that they be led by selected mem- 
bers of the Wyler Hospital staff. We further suggested that six 
groups be run simultaneously, and we offered to train and super- 
vise the leaders who would be selected. 

We recently completed the training sessions, which included 
two attending physicians, three members of the house staff, 
several nurses, several social workers, a nurse’s aide, and an LPN. 
The group was run in a way to combine experiental and cogni- 
tive learning. We encouraged the group to discuss issues that 
they were concerned about in regard to the hospital and the 
patient-care system. We used these discussions to demonstrate 
the leader’s role and also to conceptualize the process and the 
leader’s interventions. Of particular interest were some of the 
issues that were raised by this group. One theme was the doctor- 
nurse relationship. In particular was the issue raised by the 
women doctors on the house staff, who felt that the nurses did 
not accord them enough respect, often were sluggish in respond- 
ing to orders, or questioned their judgment, and so forth. The 
nurses readily admitted that this was so. As one nurse put it, “I 
know it’s not right, but I just can’t help feeling that a woman 
doctor doesn’t know as much as a male doctor.”” Another nurse 
stated, “The trouble with the women doctors, by and large, is 
that they are so insecure that they have to make like they know 
everything and order people around.” The give-and-take between 
the doctors and the nurses was fascinating. At least for those who 
participated in this discussion, there was greater appreciation of 
the impression that each group was giving to the other discipline, 


9¥For a discussion of the principles and development of T-groups and group 
therapy see Irving Yalom, The Theory and Practice of Group Psychotherapy 
(New York: Basic Books, 1970), pp. 343-73; Morris B. Parloff, ‘Assessing the Effects 
of Head Shrinking and Mind Expanding,” International Journal of Group Psycho- 
therapy, Vol. XX, No. 1 (1970). 
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and some appreciation of the struggles and conflicts that the 
others were going through. 

Another theme that emerged was the question of whether 
there were two standards of care, one for black and one for white. 
The house staff and one of the physicians were aghast at the 
question and maintained quite vehemently that there was only 
one standard of care. Fortunately, this issue was not raised until 
about the fourth session. By this time, the nonmedical staff had 
learned to speak up and could confront the authority figures in 
a forthright but unhostile manner. Incident after incident was 
reported. The group agreed that while some of it was racism 
in subtle and sometimes not so subtle form, it mostly was an 
unconscious process as well as a class prejudice, that is, a preju- 
dice against, or discomfort with, the poor, the uneducated, and 
discomfort with suspicious and at times sullen behavior. 

The physicians became aware that there was a problem. They 
also became aware that this affected the staff as well: in some 
cases the staff emulated the behavior of the physician; in other 
cases, staff members developed a smoldering anger and resent- 
ment which could affect their work with patients as well as their 
cooperation with other staff. 

We questioned why many staff members were concerned about 
this but never had brought it to the attention of the physician or 
the administration. And again the paramount feelings expressed 
were: “What was the use?” “It would do no good.” “Nobody 
really cares.” 

Again the major point to be made is that there is a variety of 
ways in which social workers either as leaders, consultants, or 
supporters of other leaders can intervene in trying to change a 
system. Space does not permit detailing our role in establishing a 
teen-age clinic for obstetrics-gynecology patients; the develop- 
ment of a social work volunteer program; our impact on renal 
dialysis policies; nor our advent into more formal responsibility 
for teaching medical students. 

While our resources have been limited, a number of beginnings 
have been made in research and community action. In 1968—69 
we had four casework students in the medical social work unit. 
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In 1969-70, we added one in social policy and one in community 
organization. Now we have two social work policy students and 
two casework students. In addition, we are participating in an 
experiment with the School of Social Work in a new pattern of 
field work training involving twenty students in a combined 
sequence of casework, group work, and research. ‘The headaches 
and aggravation involved in this experiment are tremendous, but 
so are the gratifications. 

Of particular interest is the utilization of the community orga- 
nization student and the social policy students to further our 
goal of institutional change. The hospital had never had such 
students. Prior to requesting these placements, I discussed the 
matter with the staff and they identified a number of issues that 
were of major concern to them. These were discussed with the 
students, and each one selected the area that interested him 
most. 

The community organization student undertook to document 
the Medicaid crisis in the state of Ilinois, especially as it affected 
the delivery of health care at our hospital. A committee of our 
social workers served as consultants, furnishing cases illustrations 
of problems encountered in the administration of the Medicaid 
law, gaps in services, gaps in coverage, and so on. The student 
consulted with legislators and lawyers, particularly with the 
state Representative, whose bill to amend the Medicaid law had 
passed the House but was now stuck in a Senate committee. 

A fully documented report was circulated to all members of 
the hospital staff and boards as part of a campaign to educate 
our hospital community about the issues. The student met with 
various hospital groups: chairmen of clinical departments, ad- 
ministrators, nurses, social workers, and the student health orga- 
nization. Tables were set up at the main entrance and at the 
cafeteria, where social workers distributed fact sheets and sample 
letters and talked with people about the need to take action. The 
effort was extremely well received. We do not know how many 
people wrote to their legislators and to the Governor, but we 
were impressed by the number of people we had considered to be 
“archconservatives’ who took the trouble to send us a copy of the 
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letter they had sent. The material was also shared with the social 
service directors of other hospitals, several civic groups in the 
area, and with the Chicago chapter of the National Association 
of Social Workers. The bill did not pass, but as a conciliatory 
gesture a number of administrative changes were made in the 
implementation of the Medicaid law. We would like to think 
that these changes occurred as a result of some of the pressure 
and concern that our hospital community displayed. 

The social policy student is almost finished with her research 
project. We have been concerned that over fifty cases of alleged 
Yape come into our emergency room each month. There has 
been no system to determine what happens to these young 
women, what are their medical needs, their social service needs, 
their legal and familial needs. ‘There have been many studies of 
the rapist, but no one seems to have studied the rapee. Shortly 
after we began to look into the situation, the quality of emer- 
gency care given to these girls improved remarkably. 

A second social work policy student is now engaged in an 
examination and analysis of the operations of the Division of 
Crippled Children. We became interested when our workers 
discovered that there were a number of conditions which were 
not covered: conditions which were chronic, disabling, expen- 
sive, and had a severe impact on the growth and development 
of the youngster as well as on that of the family. ‘The social policy 
student is assessing to what extent the Illinois program is imple- 
menting the federal and state legislative mandates: Are the long- 
term objectives and plans being realized at a reasonable rate? 
To what extent are they consistent with the need? She is also 
trying to determine how decisions are made and what influences 
those decisions. Simultaneously, she has involved our physicians 
in documenting the need for coverage of other disabling condi- 
tions, such as hemophilia, renal disease, asthma, and ulcerative 
colitis. 

While our principal aim in undertaking these studies was to 
educate the students, our other aims were: (1) to broaden the 
perspective and involvement of our social work staff, (2) to 
interest and involve other members of the hospital community 
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in issues of health care that extend beyond disease; and (3) to 
offer a broader and deeper view of social work concerns and 
competencies. ) 

The opportunities for helping people in a hospital setting are 
far more numerous than those associated with traditional case- 
work. The hospital social worker needs to be a group therapist, 
a family therapist, a social systems intervener, an educator, a 
consultant, and, perhaps most important, a change agent. What 
is true for the hospital social worker is equally true for any 
social worker functioning in an institution. We need to be con- 
cerned not only with the clients or patients but with the institu- 
tion itself. Much that I have said about hospital social work can 
be applied equally to social work in schools, correctional institu- 
tions, state hospitals, treatment residences, and so on. 

To change an institution, to make it more responsive to 
human need, is a laborious, aggravating, frustrating, and very 
exciting challenge. It is not only social workers who have a stake 
in this change, members of other professions also have a stake in 
this. What is exciting is to see this growing wave of committed 
people becoming engaged in this venture. The hospital social 
worker can be part of it and, where appropriate, can provide 
leadership and take initiative. The hospital social worker of 
today and tomorrow will need to broaden his perspective, will 
need to acquire new knowledge, new skills, and will have to 
risk himself in uncharted areas. The profession has risen to such 
challenges in the past, and I see no reason why we cannot rise 
to this one as well. 


Homemaker-Home Health Aides: 
Coordinated Service Delwery 


LILLIAN FELDMAN 


How CAN HOMEMAKER-HOME HEALTH AIDE services be 
organized and administered in the most effective way? Perhaps 
one community’s answer may be applicable elsewhere. 

In 1966, national consultants working with the Rhode Island 
state directors of welfare, education, and health under the leader- 
ship of the Community Council of Rhode Island made the fol- 
lowing recommendations: that a state-wide, voluntary agency 
(henceforth referred to as the “aide agency”) be set up in Rhode 
Island to recruit, screen, and train aides who would be placed on 
the staffs of health and social agencies. Agencies that required 
less than full-time services for their clients could purchase them 
from the aide agency. Supervision was to be done by the agencies 
where aides were placed. Agencies were to do their own screen- 
ing and hiring of aides. ‘The aide agency was to deliver services 
to families for whom a health or welfare agency was inappropriate 
or unacceptable. The aide agency was to utilize existing aide 
services rather than replace them. 

The writer, who initiated the Homemaker-Home Health Aide 
Services of Rhode Island in 1967 and directed it, received ap- 
proval from her board of directors to centralize homemaker- 
home health aides in the aide agency in any one geographic area 
rather then place them on the staffs of other agencies as recom- 
mended by the Community Council study. Instead, agencies 
were invited to purchase the services, including supervision of 
the aides. 

Despite a natural resistance from established agencies, within 
eighteen months the major health and welfare public and volun- 
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tary agencies signed contracts with the aide agency to purchase 
its services at cost and to engage in joint supervision of aides. 
The metropolitan area served had a population of 460,000. 


INTERAGENCY COORDINATION 


A liaison person in each agency that purchases services coordi- 
nates work with the aide agency. Contracts delineate the respon- 
sibilities of both agencies. The Visiting Nurse Associations 
(VNAs) and the hospital-based home-care programs are respon- 
sible for the nursing plan and the patients. Family and children’s 
agencies are responsible for their clients and their treatment 
plans. Agencies purchasing service decide the tasks, hours, objec- 
tives, and duration of the aide’s services. The VNA is responsible 
for the initial demonstration of personal care to the aide. Some 
VNAs also have follow-up and periodic demonstrations. 

The function of the aide agency is to provide the aides and to 
be responsible for their performance. 


INTERAGENCY TEAM SUPERVISION 


The aide agency cannot assume responsibility for its aides with- 
out sharing in their supervision. 

Aides are trained to work as part of two basic teams, one of 
which is within the aide agency itself, which is their sole em- 
ployer. ‘The aide agency employs public health nurses and trained 
social workers who operate as a team with aides and physicians. 
Secondly, aides are part of the treatment teams in the agencies 
that purchase the services. Aides may attend team conferences of 
purchasing agencies. Aides are inspired to teamwork as they 
come to respect the distinctive contribution of the two profes- 
sions that subordinate their need for prominence in the interest 
of helping the aide help the patient. 

Complaints about aides or from aides are handled only by the 
aide agency supervisor, directly with the aide. Therefore, aides 
have only one “boss.” The supervisor mediates between the pur- 
chasing agency’s expectations and the abilities and perceptions 
of the aide. The aide is helped to understand why different 
nurses expect different things of her or why some nurses do the 
same things differently. 
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The aide agency’s supervisors and the supervisors of agencies 
that purchase services confer concerning the changing needs of 
patients, the aides’ performance and observations, and the inter- 
action among aides, clients, and professionals. 


A HOLISTIC APPROACH 


Before some of the VNAs purchased comprehensive services 
from the aide agency there were situations in which a VNA sent 
a home health aide to give a bath while another agency sent its 
homemaker to shop, cook, and clean for the same patient. In- 
variably, the patient questioned why one aide could not do every- 
thing. If one aide spends more time in a patient’s home because 
she administers both personal care and homemaker tasks, there is 
a greater potential for a holistic approach to the patient. ‘Time 
and a variety of shared experiences also tend to promote greater 
mutual understanding between patient and aide. 

Health and welfare problems are interrelated. The preventive 
function of public health necessitates coordinated action among 
agencies to avoid fragmented care. 


TRAINING AND SUPERVISION 


Treating the whole person implies comprehensive training and 
coordinated supervision. The aide agency trains aides in all 
aspects of homemaker service, including personal care. 

When the services were inaugurated, it was found that the 
initial preemployment training program for aides had its limita- 
tions. Obviously, a preemployment course cannot prepare aides 
to respond appropriately to severe chronic illness, terminal dis- 
ease, mental illness, mental retardation, alcoholism, disturbed 
children, conflicted family and marital relationships; to cultural, 
class, or ethnic differences. Consequently, they are now given a 
brief orientation followed by intensive on-the-job training. Aides 
work from one to eight hours a day, often in close contact with 
disturbed individuals and families. 

A fundamental problem is to help the aide understand and 
empathize with patients whose standards, values, and conduct are 
alien and sometimes offensive to them. This is a slow process of 
development nurtured by nurses and social workers who aug- 
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ment each other's perspectives, thereby enriching the aide and 
benefiting the patient. Basically, training depends upon skillful 
supervision. Supervising.aides is a specialty that requires full- 
time experience over a long period. 

The aide agency supervises its aides through telephone con- 
ferences, personal conferences, team conferences, and peer group 
meetings. When an aide telephones the aide agency for advice, 
both the nurse and the social worker are already familiar with 
the situation because they confer before accepting cases. The 
social worker has an opportunity to know the aides because she 
generally leads the bimonthly group meetings where case mate- 
rial is the basis for discussion. ‘The nurse knows the aides be- 
cause she gives the training in personal care. Either professional 
may handle all aspects of the case directly with the aide she super- 
vises, or they may both work directly with the aide, individually, 
or in a three-way conference. Each aide has a primary supervisor 
who may be a nurse or a social worker. 

Because aides visit over fifty homes a year they need continuity 
with a supervisor whom they trust, whose expectations are con- 
sistent, who knows their strengths and limitations. This helps to 
promote learning and job satisfaction. Where gratifications are 
at a minimum because the aide is working with extremely diffi- 
cult clients, a sustained supervisory relationship often compen- 
sates sufficiently to keep the aide functioning. Intimate knowl- 
edge of the aide’s unique learning patterns and needs facilitates 
individualized, suitable assignments. 

Inappropriate interaction between aide and patient may occur. 
Because the aide is not disciplined by the presence of other staff, 
she needs to feel sufficiently secure with her supervisor to report 
events accurately, thereby preventing continuance of the be- 
havior. 

Small group meetings. Other sustained learning experiences 
are provided by regularly scheduled small group meetings. As in 
individual conferences, the focus in on the aide’s feelings about 
any aspect of her job. Aides are often inspired by the attitudes 
and performances of other aides. This promotes satisfying peer 
relationships, encourages a more professional self-image, and 
keeps them on the job. 
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The size of the groups depends upon fluctuations in recruit- 
ment. Since there are a number of training groups going on 
simultaneously, it is possible to alter group composition to maxi- 
mize participation—if there is a large enough staff of aides. 
Group composition is an important factor in identification and 
learning. 

Effective use of personnel. It seems more effective to have a 
few professionals specialize in supervising aides in one agency 
than to have supervisors in a dozen agencies devote part time to 
supervising a few aides. It is also more efficient to have one 
agency’s bookkeepers specialize in evaluating the time sheets of 
aides and the agency’s secretaries to be trained to do tasks unique 
to the aide service than it is to have the staff of a dozen agencies 
carry out these functions in addition to their usual work. 

The scarcity of aides leads to the employment of some mar- 
ginal people who can be useful in special situations. Only a large 
caseload and a sizable pool of aides enable optimum matching of 
homemaker to patient. Moreover, centralization provides a greater 
variety of assignments, thus promoting interest and learning and 
reducing resignations due to boredom. 


EQUITABLE DISTRIBUTION OF SERVICE 


Where service is fully decentralized, it provides a central clear- 
inghouse for all applicants. Thus, service can be more equitably 
distributed among patients because the agency has an overview 
of community need. This not only enables appropriate priorities 
in service but also minimizes inequities in fees, hours, and roles. 
Where many agencies want aides on their own staffs, as in this 
community, it takes time to achieve full centralization. 

Another alternative might be a central clearinghouse doing 
the intake for a dozen agencies that have aides on their own 
staffs. Such a clearinghouse might telephone many agencies be- 
fore finding an aide who lives near a particular family, is avail- 
able for certain specific hours, and can work effectively in that 
home. This would involve more time and employees, thus adding 
to total cost, than where one aide agency would employ all the 
aides in the community and be the only agency to receive appli- 
cations for the service. 
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EFFICIENT USE OF FUNDS 


A large organization with a specialized function can reduce unit 
costs through: 

1. Avoiding duplication of effort and overhead 

2. Reducing nonproductive time of aides 

3. Lowering transportation costs by reducing travel time 

4. Reducing the cost of turnover because of skillful selection 
of personnel and the greater potential for job satisfaction, due to 
appropriate training, placement, and supervision 

5. Minimizing competition for scarce personnel 

6. Computerizing payroll and billing 

7. Collecting uniform data for self-evaluation 

8. Developing job analyses, with delegation of suitable tasks 
to paraprofessionals 

g. Making maximum use of Medicare funds for tasks other 
than personal care which are part of the homemaker’s function 
and which are explicitly reimbursable. 

From the start, the twelve VNAs in this community wanted 
home health aides on their staffs to discharge personal care duties 
only. It was heartbreaking to lose the Medicare funds potentially 
available for specified homemaker tasks because the VNAs would 
not have their aides perform them. Other sources of funds for 
homemakers were woefully inadequate. However, Medicare pro- 
vided for reimbursement where aide services were purchased by 
VNAs. That meant that instead of two aides working in the 
same home, the VNA could purchase homemaker-home health 
aide services from the aide agency. One aide would do every- 
thing, and the patient would benefit by homemaker services 
otherwise unavailable. 

Because Medicare reimbursement for specified homemaker 
tasks other than personal care is only available to health agencies 
in most communities, the question is whether it is more efficient 
for each VNA to recruit, screen, train, and supervise its own 
homemaker-home health aides (not merely home health aides), 
or whether it is preferable that it purchase such services from an 
aide agency: 
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1. Would the VNA provide both nurse and social work super- 
visors, who would devote full time to supervising aides? 

2. Would the VNA compete for aides, professionals, and cases 
with other agencies in the same area? 

3. Would there be a central clearinghouse for applicants for 
the service in that community? 


THE PROFESSIONAL COMPONENT 


Only a joint effort by public and voluntary health and welfare 
agencies can adequately interpret the need for the professional 
component in this service. The cutbacks in spending for health 
and welfare, the emphasis on private initiative, the increase in 
proprietary services, threaten the very aspect that makes the 
service preventive and therapeutic: its professional component. 
The militancy of some client and service groups and the short- 
age of professionals are additional trends that cry out for agencies 
to get together to help more people more effectively. Without 
professional unity both services and jobs are in jeopardy. 

Interagency coordination through purchase of service from a 
centralized aide agency, joint supervision of aides, and multi- 
discipline team supervision have made it more possible to achieve: 
(1) unfragmented services to patients; (2) better service because 
of more comprehensive training by specialized supervisors; (3) 
more effective use of personnel; (4) more equitable distribution 
of service; (5) more efficient use of funds; and (6) a strengthening 
of the professional component so crucial to quality care. 


The Paraprofessional as a “ New” 
Social Work Student 


LYNNE RIEHMAN 


Suvce THE TIME OF SOCRATES it has been a truism that a 
teacher must start where his students are if he is to take them to 
some other place. But the teacher must do more than simply start 
where his students are; he must indeed take them to some other 
place. To do that he must have some convictions about what is 
most worth knowing. While it is not essential that teachers and 
students have the same educational goals, it is essential that they 
have goals which can be articulated into some coherent struc- 
ture.t 

In January, 1969, with definite career and educational goals 
in mind, the Social Service Department at Bronx State Hospital * 
began preparation of a curriculum for a career ladder program 
in social work. The New York State Department of Mental Hy- 
giene allocated twenty-three new positions with the title of Psy- 
chiatric Social Work Trainee I. Eligibility criteria included high 
school graduation or an equivalency diploma, two years of satis- 
factory performance in patient care, and the passing of a civil 
service examination.’ Seventeen persons were selected out of 
fifty-three applicants. 

Screening procedure included: (a) a vocabulary IQ test; (b) a 
reading comprehension test; (c) a rating scale related to perfor- 

1 Charles E. Silberman, “An Old Goal for New Schools: to Educate a Nation 
of Educators,” New York Times, January 11, 1971, p. 64. 

2 Bronx State Hospital, New York, is affiliated with the Albert Einstein College 
of Medicine and with the Department of Psychiatry, Yeshiva University. 

3 Previously, the civil service examination was most inappropriate, geared toward 
performance at a freshman or sophomore college level. It was not focused on 


patient care per se, and test demands excluded the group that the State Depart- 
ment of Mental Hygiene purported to help. In the spring of 1969, a small task 
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mance on the wards; and (d) individual interviews and group rat- 
ings conducted by a committee of interdisciplinary professionals 
representing social work, psychology, and nursing. Acceptance 
into the program was determined by the staff’s perceptions of a 
student’s demonstrated performance in patient care, his aca- 
demic potential, and his motivation to learn. Rather than “I 
cues,” we were assessing other ‘‘cues,” such as ambiguity toler- 
ance, degree of flexibility, and adaptation to new ideas. 

A five-point rating scale filled out by ward personnel included 
eight areas: (1) relationship with patients; (2) ability to work 
with staff; (3) work performance; (4) response to supervision; (5) 
interest in job; (6) leadership potential; (7) attendance and ac- 
countability; and (8) mood. In our final decision, ratings on this 
scale were concomitantly evaluated with test scores and with 
individual and group ratings. The long-range goal was to prepare 
the group for a college career, geared toward social work train- 
ing, with some of the following objectives: 

1. ‘To assess the students’ educability 

2. ‘To develop students’ use of self in various roles 

3. To help students develop a new use of self in a disciplined, 
purposeful way 

4. To assist students in a beginning identification with social 
work. 

All of the group members had been in attendant or secretarial 
positions throughout the hospital. Iwo members had super- 
visory status in the Youth Opportunity Program. The age range 
was from twenty-five to fifty with a median of thirty-three years. 
Two students were white; three, Puerto Rican; and twelve, 
black. Several lived in high-risk ghetto areas; others lived in 
black, middle-class neighborhoods, either in urban New York or 
the environs. Eight students were married, four were single, two 
widowed, and three divorced. Political philosophies ranged from 


force within the social service department at Bronx State Hospital met with the 
express purpose of changing the career ladder civil service examination. We 
identified several concepts in patient care, utilizing critical incidents. The results 
were sent to Albany. We like to think that we were instrumental in a major 
change in the examination which was made the following year. All of our trainees 
passed the second one. 
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Black Panther to the Democratic left and middle-of-the-road 
Republicanism. Most students had an academically deficient 
high school background and had either dropped out of school or 
were counseled to go into vocational high schools. What they had 
in common, for various reasons, including racial-ethnic identifi- 
cation and upward social mobility, was a quest for education and 
credentialism. 

Based upon two goals, academic preparation for college and a 
beginning identification with social work practice, our program 
encompassed three levels + of learning and interaction for adult 
education: 

First level: Intellectual 

Second level: Intellectual—vicarious 

Third level: Object presence ® 


FIRST LEVEL: INTELLECTUAL 


Students attended academic classes two days per week for instruc- 
tion and regular assignments in mathematics, English, and read- 
ing. Part-time mathematics and reading instructors were hired. 
The instructor in English was a full-time employee.*® There were 
two one-and-a-half-hour English sessions, one two-hour reading 
session, and two one-and-a-half-hour mathematics sessions on a 
two-track system. The balance of the time was devoted to study, 
homework assignments, and individual tutorial arrangements. 
Reading. To be educated one must have some understanding 
of how to make one’s intentions effective, how to communicate 


4 These levels, delineated by Walter Kindelsperger, were referred to by T. Briggs, 
D. Johnson, and Ellen P. Lebowitz in Research on the Complexity-Responsibility 
Scale: an Approach to Differential Use of Hospital Social Work Staff in the New 
York State Department of Mental Hygiene (Syracuse, N.Y.: Division of Continuing 
Education and Manpower Development, School of Social Work, Syracuse Univer- 
sity, 1970), pp. 41-42. 

5 Ibid., p. 42. According to John Wax, “object presence” is the presence of the 
trainee or inexperienced worker in a situation where he observes the activity being 
performed by a preceptor or skilled worker, who after demonstrating a social work 
skill “then explains the professional principles and concepts involved in what he 
did, how he did it and why he did it.” This is what distinguishes a preceptor from 
an apprentice; the latter relies primarily on imitation without conceptualization. 

6 Bronx Community College has an extension program on the premises of Bronx 
State Hospital. This four-year program, an in-service training with from four to 
six hours of educational leave per week, is open to all employees. The program 
culminates in a two-year applied associate degree in liberal arts. 
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one’s knowledge to the society in which he lives. World society 
has moved to a point where the kinds of things that people need 
to do in order to be equal require that they be able to commu- 
nicate information, explore new ideas, and discover the options 
that exist. Perhaps the cruelest thing we do to people when we 
do not educate them properly is to restrict their options, their 
knowledge of what they might have been or might be.7 

A primary tool in communication is literacy, especially the 
skill of reading. The freedom that emerges from literacy is the 
ability to think one’s own thoughts and come to one’s own 
conclusions. Our goal was to attain a reading level close to or 
even beyond that of a college freshman. Our students began with 
a degree of “shame” about not having learned a skill that should 
have been acquired much earlier.’ This evolved into fear of re- 
vealing self and fear of inability to improve. Coupled with shame 
and fear was ambivalence about accommodation—or joining the 
establishment—while simultaneously verbalizing, “If you don’t 
read, you don’t belong.” 

When asked for interpretation of reading material, students 
would often respond with colloquial expressions which had the 
same meaning as the original material, thereby indicating com- 
prehension. ‘The usage of black-American English raised many 
soul-searching issues in reading and English classes and in writ- 
ing social work reports. For example, is not black-American 
English a legitimate language in its own right? Should the teach- 
ing of standard English stamp out the native dialect? Is a com- 
mand of standard language really necessary for educational pur- 
poses? Or should there not be a more flexible interpretation of 
“correctness” in spoken and written English in higher education 
and society at large? What part do our biases and prejudices play 
in perpetuating this dogma? 

We did not resolve this problem, but recognition of it resulted 


7 Dorothy Jones, “Illiteracy in America: a Symposium,” Harvard Educational 
Review, XL (1970), 275. 

8 Neil Postman, of New York University, challenges the common assumptions 
that the literacy process is politically neutral and is the only, or even the best, 
avenue to jobs and aesthetic riches. He sees a predominantly literacy-based cur- 
riculum as obsolete and reactionary in the context of recent advances in electronic 
communications technology and recommends broadening the base of school cur- 
ricula to include “multimedia literacy.” “The Politics of Reading,” ibid., XL, 244. 
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in a greater degree of flexibility on the part of educational staff 
and social work supervisors. 

A major breakthrough in enhancing students’ self-confidence 
came about through the use of teaching machines in a six-week 
reading laboratory program. Students were taught silent reading; 
vocalizing stopped. There was improved retention and recall. 
With visual aids, students were reading 500 words per minute. 
However, carry-over diminished when they returned to the reg- 
ular classroom. An English test ® administered in the spring of 
1970 indicated that go percent of the class was reading at least 
at an eleventh-grade level; several were at college freshman level. 

English. The goal was to help students write a coherent term 
paper with a minimum of grammatical errors. Grammar was 
taught as a unit. Program materials were culled from current 
literature, such as One Flew Over the Cuckoo’s Nest, the writ- 
ings of Eldridge Cleaver, and A Streetcar Named Desire. Subjects 
for term papers were individually selected and ranged from 
topical issues in community psychiatry to the genius of Jules 
Verne. Students were generally better at verbalizing than at writ- 
ing. After nine months of intensive training, they began to see 
realization of their potential. 

Mathematics. As with most students in the humanities, mathe- 
matics brought about many emotional blocks; resistance was 
evident in classroom silence, somatic ailments, and absenteeism. 
The first administration of the Wide Range Achievement Test 
in December, 1969, revealed a testing range from 3.3 grade level 
to 11.4. In view of this spread we decided to separate the stu- 
dents into two groups to help more effectively those persons 
functioning in the lower percentile and to accommodate stu- 
dents in the upper percentile. Although we had trepidations 
about a two-track system, anticipating stigmas of the “dumb” 
and “bright” mathematics groups, educationally it was most suc- 
cessful. Absenteeism decreased; students were able to discuss 
their emotional blocks and proceed with learning. Six months 
later, the Wide Range Achievement Test revealed a mean 
change for the group of plus 1.5 grade levels. Some students in 
this relatively short period of time advanced four grade levels. 


9 Cooperative English Test, Educational Testing Service, Princeton, NJ. 
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SECOND LEVEL: INTELLECTUAL—VICARIOUS 


Sensitivity group. It was felt that the students needed a special 
vehicle or outlet for ventilation of their fears and anxieties, 
fairly isolated from the structure of the educational and prac- 
tice component of the program. Students were randomly placed 
into two groups, each led by the same group psychoanalyst, who 
had many years of experience in work with minority groups. 

The focus was on role transition; problems of coping with, and 
adapting to academe and new professional status; black and 
Puerto-Rican heritage and how this could be maintained, con- 
structively utilized in the profession of social work without being 
co-opted into the white professional system. There were ideo- 
logical confrontations and personal confrontations, questioning 
individual value judgments and motivations for the helping pro- 
fession. Although the sessions were frequently painful, the groups 
did accomplish: (a) an increased understanding of self, with 
sensitivity to the feelings and individual differences of other 
group members; (b) an enhanced self-image, with the knowledge 
that they were “chosen,” “special,” and could reach their goal; 
(c) a beginning degree of group cohesion, altruism, identifica- 
tion, commiseration, which laid the foundation for group strength 
and belongingness as they prepared for college careers. 

Social work practice seminar. Aside from a brief overview of 
the social work profession, the primary purpose of this seminar 
was in-service training directly related to social work case assign- 
ments on the wards. The individual was studied from a systems 
frame of reference as he interacted with his family and his com- 
munity. Erikson’s theory of the life cycle was utilized most effec- 
tively in discussing the Women’s Liberation Movement, which 
evoked a heated discussion on the changing role of the black 
male and “his emancipation.” 

Students read articles from Trans-Action related to rapidly 
changing mores. A timely article on kinesics in the New York 
Times was used in our discussion of communication theory. 

Teaching methods centered on much class participation with 
the awareness that tolerance for straight lecture material was 
minimal. Each concept was interspersed with a practical applica- 
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tion as to how this “idea” could help us better to understand hu- 
man behavior. 


THIRD LEVEL: OBJECT PRESENCE 


Considerable thought and preparation went into planning for 
ward assignments and the role of preceptor. In an attempt to 
dilute sibling rivalry, enhance rolé transition, and emphasize 
student status, each student was assigned to a unit other than the 
one where he had previously worked. Two students were as- 
signed to a social work preceptor. We felt that this arrangement 
would be mutually supportive for the students and provide the 
preceptor with greater latitude in teaching and assessing student 
learning patterns. j 

Variables included ward and unit milieu, age, experience, per- 
sonality characteristics, academic level. Learning and personal 
problems were individually evaluated in making student-pre- 
ceptor assignments, and in the pairing of students to share an 
office. 

Our group of preceptors met weekly to discuss training proce- 
dures, case assignments, mutual expectations, teaching methods, 
group and individual supervision, and co-therapy, and to observe 
interviews as teaching techniques and the use of a one-way screen 
as a diagnostic tool. Preceptors met twice monthly with the edu- 
cational staff to discuss total student performance, in class and 
in practice. Often there was a high correlation observable in 
specific academic-patient treatment problems, such as rigidity 
and resistance. These observations enabled us better to under- 
stand the students’ performance and provide the necessary help. 
Preceptors had an appreciation of academic demands, and, con- 
versely, educational staff gained a better understanding of ward 
demands. 


Students were assigned from three to five cases. Training goals 
were: 

1. Understanding of the concept of individualization and how 
this leads to individualized treatment processes 

2. Experience in the broad spectrum of planning for the pa- 
tient from admission through discharge 
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3. Some understanding of the interrelationship between the 
patient’s life in the community and his general life problems 

4. A beginning knowledge of community resources 

5. ‘The beginning of professional self-awareness 

Although these goals seemed most ambitious and were analo- 
gous to those for a first-year student for the master’s degree in 
social work, our trainees brought a very rich and meaningful 
body of life experience to the program and were able to reach 
some of these goals in varying degrees. Of primary importance 
was the strong bond that developed between trainee and pre- 
ceptor, who made himself readily available. 


PROFESSIONALISM 


Professionalism in mental health has been highly valued. Clin- 
ical psychology, social work, and nursing have all attempted to 
upgrade their status by raising educational standards and by 
seeking to obtain state licensing or certification. In some states 
the psychiatric aide group is also beginning to introduce educa- 
tional and training standards for advancement. 

Why is professionalism such an important goal? 


1. It increases the status of its members and gives legitimacy to re- 
quests for higher salaries. 

2. It allows the group to have increasing control over its activities 
and tends to free it from subservient roles in relationship to other 
professions. 

g. Full membership in a professional group implies a certain level 
of competence with respect to the performance of sanctioned activi- 
ties. 

4. It establishes a sense of identity in that certain unique activities 
become the property of the group.?° 


Although there has been increasing recognition of the im- 
portance of the psychiatric aide and his effectiveness in patient 
care, the mental health hierarchy dictates that credentialism is 
the primary determinant in attaining higher status and salary. 
Even though professionals realize that their training does not 
necessarily prepare them to perform well the duties that are part 


10 Robert B. Ellsworth, Nonprofessionals in Psychiatric Rehabilitation (New 
York: Appleton-Century-Crofts, 1968), p. 7. 
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of their role functions, the mental health professions neverthe- 
less continue to insist upon this preparation as a necessary pre- 
requisite.1! The protection-of professionalism is needed because 
standards for the evaluation of competence and the reasons for 
effectiveness remain vague. 

With full cognizance of these realities we began college plan- 
ning. In exploring two-year community college degree programs, 
we found that the graduates encounter: (a) a dearth of jobs; (b) 
preference given to holders of the baccalaureate degree and even 
more to the master’s in social work; (c) salaries lower than our 
students were earning prior to training; (d) a closed system for 
job advancement without additional training; (e) transferability 
of credits from two-year programs to full matriculation in an- 
other school often problematical. 

Considering these factors, unless we aimed for at least a bac- 
calaureate degree, a primary problem with this selected group 
would be the perpetuation of a second-class degree for students 
who had felt like second-class citizens. We also explored work 
study programs and open admissions in city colleges but ruled 
out these programs in view of the fact that we were dealing with 
adult students who would be lost in a large city institution. 

In January, 1970, fourteen of the seventeen students entered 
private colleges. Eight students are enrolled in a five-year experi- 
mental baccalaureate in social welfare and master’s in social 
work program. Six students are in a private applied associate 
public service degree program with the option to matriculate 
after two years and continue toward a baccalaureate and the 
master’s degree. The students are on full-time educational leave 
with full salary and full tuition. 

In general, the group has performed very well academically, 
with several students receiving grade point averages of three 
points and above. One of our group is president of the Freshman 
Student Association at his college; another is editor of the Black 
Student Union newspaper. 

Key factors in the program’s success have been student indi- 
vidualization and the cohesiveness of the group. This cohesion 


11 bid., p. 8. 
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was evident in the students’ recent mature handling of the state 
budget cuts which threatened program funding. The crisis oc- 
curred while students were studying for midterm examinations. 
We remain in a financial crisis and are currently submitting pro- 


posals to various organizations in an attempt to obtain tuition 
funding. 


Heterosexual Development of 
Adolescent Blind Males 


MARCIALITO CAM and MERLE BROBERG 


A re D. CUTSFORTH’S CLASSIC, The Blind in School 
and Society, first published in 1933, provides innumerable in- 
sights into the life of blindness, particularly in relation to the 
residential school. Although he does not focus on the blind ado- 
lescent male living at home, he does raise an issue which must 
be considered in any discussion of blindness: are the blind to 
regard themselves and to be regarded by others as unique be- 
cause of their visual handicap, or are they to regard themselves 
and to be regarded by others “just like everybody else,” except 
for their visual limitation? That this issue cannot be easily re- 
solved is indicated by Cutsforth’s implicit alignment with first 
one view and then the other, although explicitly he holds that 
the physical condition of blindness in itself has relatively little 
to do with the blind person’s self-adjustment and relationships 
with others. ‘This position is also supported by Cowen et al., who 
conducted a rigorous study of visually disabled adolescents at 
home and in residential schools, together with a control group of 
nondisabled adolescents living at home.” 

Just as the meaning of blindness differs from one person to 
another, whether sighted or not, so the definition of blindness is 
subject to varying interpretations. As Abel points out, a legal 
definition of blindness has developed in order to provide “an 
economic definition for blind individuals in need of either 


1 Thomas D, Cutsforth, The Blind in School and Society: a Psychological Study 
(new ed.; New York: American Foundation for the Blind, 1951). 

2Emory L. Cowen et al., Adjustment to Visual Disability in Adolescence (New 
York: American Foundation for the Blind, 1961), pp. 127-28. 
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public assistance or rehabilitation.” ? The Public Health Service 
of the United States Department of Health, Education, and Wel- 
fare has recognized this in the National Health Interview Survey 
by classifying visual limitation according to: ability to see light; 
ability to see moving objects; ability to see features; ability to 
read newsprint; and ability to see a friend across the street.* 

Blindness occurs, then, when one’s vision is limited to such an 
extent that activity is limited. If a boy is denied competitive 
participation with sighted youth in sports because he cannot see 
the ball, that boy is functionally blind in that particular aspect 
of life. If a boy cannot read print, he is blind in that aspect of 
life. A boy who cannot see well enough to drive a car, but can 
see a girl’s bosom and legs, suffers from a blindness different from 
the boy who can neither drive nor observe girls. 


SOME CONSEQUENCES OF BLINDNESS 


Any loss of vision tends to have certain consequences. First, there 
tends to be greater, compensatory reliance on the other four 
senses. Second, there tends to be reliance on other persons for 
assistance. Third, there tends to be a physical withdrawal due to 
fear of failure and a social withdrawal due to fear of rejection. 

Any or all of these consequences tend to inhibit aggressivity 
and to induce depression. Thus, the totally blind adolescent 
male is usually less aggressive than the sighted or partially 
sighted youth. Absence of vision in itself removes visual sources 
of sexual stimulation. When blindness also results in lack of 
social aggressivity, a boy will not fully utilize his other senses in 
relationships with girls. If a blind youth is unable to react 
aggressively to the female voice, the scent of the female body, the 
taste of the female flesh, or the touch of the female body, it fol- 
lows that he will be immune to female stimulation. 

One can propose two divergent paths of action in this regard. 


3 Georgie Lee Abel, “The Education of Blind Children,” in William M. Cruick- 
shank and G. Orville Johnson, eds., Education for Exceptional Children and Youth 
(Englewood Cliffs, N.J.: Prentice-Hall, Inc., 1958), pp. 296-97. 

4 National Center for Health Statistics, “Characteristics of Visually Impaired 
Persons, United States, July 1963—June 1964,” Vital and Health Statistics, Public 
Health Service Publication No. 1000-Series 10-No. 46 (Washington, D.C.: U.S. Gov- 
ernment Printing Office, 1968), p. 59. 
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In one case, blindness causes lack of visual sexual stimulation 
and thereby removes one incentive for closer contact which 
would provide additional stimuli to the other senses of hearing, 
smell, touch, and taste. If vision is present to some degree, the 
visual sexual stimulation provides incentive for male initiative, 
closer physical proximity, and consequent stimulation of the 
other senses. 

In the past, at least, American children have been socialized in 
such a way that boys have been expected to be sexually aroused 
by visual stimulation much more readily than girls. In so far as 
blind boys do not receive such visual stimulation, and in so far 
as their blindness leads to passivity and withdrawal, they do not 
conform to cultural expectations. At this point, we should recall 
Cutsforth’s insistence that such behavioral consequences have 
nothing to do with the physical condition of blindness; that is, 
such behavior is not inherent in, nor unique to, the blind.® 
Rather, the behavior, to the extent that it occurs, grows out of 
the ways in which the blind boy and persons around him react 
to the limitations imposed by blindness. 

Effects of the duration of blindness. If one accepts the argu- 
ment that the effect of blindness on adolescent heterosexual be- 
havior is secondary to the relationship between blindness and 
psychosocial interaction generally, it is apparent that this rela- 
tionship should be influenced by the length of time a child has 
been blind prior to adolescence. The maximum duration of 
blindness, of course, occurs in individuals who have never ex- 
perienced vision, who were born blind because of hereditary 
anomalies, prenatal disease, or birth injury. Blindness also may 
occur at some point between birth and adolescence because of 
disease or accident. 

The adolescent male whose blindness has been with him since 
birth is likely to enter adolescence more ready to cope with 
puberty. In most instances, the impact of his difference from 
sighted peers will have been gradually learned, and its effects 
accordingly mollified. Because he will always have been a four- 
sense human being, his use of his senses is not a conditioned 


5 Cutsforth, op. cit., pp. 121-22, 124-28. 
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compensation but rather a necessary developmental reality. This 
should minimize his reliance on sighted assistance and preclude 
an inclination to vegetation. Most importantly, the quality of his 
anxiety generally is not unlike that of the average sighted person 
since he will have achieved a certain level of competence and 
self-confidence. 

It is suggested that a boy who has been able to function with- 
out visual stimulation will be better prepared for heterosexual 
relationships than a boy who, having vision until some point 
prior to adolescence, has greatly depended upon his vision in 
personal interaction. The more gradual the loss of vision, the 
more likely a boy will be prepared to do without it. A youth 
whose loss of vision occurs through accident, suddenly and per- 
emptorily, more often than not is apt to react with a generalized 
functional incapacity. 

Adaptation to self and others. We have discussed three measur- 
able aspects of blindness: degree of visual limitation; age of 
onset, or duration; and length of time it took for loss of vision 
to occur. Now, if all boys were exactly alike in all other respects, 
we might propose a precise formula for relating these three fac- 
tors to the degree of initiative expressed by boys in heterosexual 
relationships. Fortunately, boys are individuals; we do not regret 
that. 

As with all human beings, the individual blind boy’s accep- 
tance of self and his adaptation to his life situation can defy 
statistical prediction. There are blind people who can climb 
mountains, swim like fish, work in all kinds of taxing occupa- 
tions, and live adequate and more than adequate lives. We have 
known of totally blind adolescent males who could hit baseballs 
in the air, play football with the sighted, and be as wildly ado- 
lescent in their relations to girls and growing up as any of their 
sighted peers. 

The reason for this lies in their desire for life in spite of their 
handicap, the desire to realize self, and to acquire their share 
of the usufructs of this existence in the same way as their sighted 
peers. All evidence supports the fact that the youth who possesses 
this desire more often than not overcomes the seemingly irre- 
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versible odds of absence of sight, duration of handicap, and sud- 
denness of onset. Those who possess this desire usually have an- 
other battle to confront. That battle is not with themselves, but 
with their environment, a battle that assumes their adaptability 
to a pliable and not hostile environment. To the extent, how- 
ever, that the environment is neither pliable nor friendly, so 
will the adolescent’s heterosexual aggression be constricted. 

Effects on the social environment. We have been enlightened 
by the revelations of the natural and social sciences. We can 
identify quite clearly social problems and their causes that are 
related to negative social attitudes as expressed in the folkaways, 
mores, customs, laws, prejudices, or machinations of vested in- 
terests or the abusers of power. 

The blind generally suffer from the negative attitudes of others: 

1. The blind should be isolated, “‘shut in.” 

2. The blind are dependent, hence children, and therefore 
should be treated as children. 

3. The blind are diseased, and hence are social anathema and 
should be avoided. 

4. Granting that the blind can achieve specific usefulness, 
they should be used and tokenized, never quite given recognition 
or appropriate earned status. 

5. The blind should be pitied. 

These attitudes are as damaging as they are familiar. For when 
these attitudes are combined with the psychopathology operable 
to a degree in all human beings—overprotectiveness, sadism, 
avarice—the blinded youth becomes the victim of brutality from 
others. However, just as his own acceptance and adaptability can 
minimize the effects of visual limitations, so can an emotionally 
healthy family and friends minimize the effects of an unen- 
lightened community. Evidence in support of this observation 
may be found in Bauman and Yoder’s discussion of blind re- 
habilitation clients. Well-adjusted clients (so defined because 
they maintained employment) more often enjoyed a pattern of 
family relationships ““based on similarity of interests, mutual re- 
spect, and the sharing of common problems . . . in which very 
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little attention is given to blindness.” ® On the other hand, poorly 
adjusted clients (so defined because they lacked self-supporting 
employment) more often suffered from a pattern of family rela- 
tionships which showed “different standards, special considera- 
tion, and emotional reaction related not so much to the indi- 
vidual as a person, as to his blindness.” 7 

We presume that both blind boys and sighted boys are damaged 
by overprotective family relationships. The blind boy is different, 
however, in that he is more vulnerable to the interrelated dan- 
gers of overdependence upon, and overprotection from, other 
family members. To the extent that this sort of interrelationship 
is more apt to develop with the mother than with the father, the 
blind boy tends to be handicapped in developing healthy, egali- 
tarian expectations of girls and in developing a healthy, recip- 
rocal, masculine self-image. 

In summary, it may be said that a blind boy, like any other 
boy, has a better chance of coping successfully with the chal- 
lenges of adolescence if he has benefited from emotionally healthy 
relationships since birth. In support of this, Cowan et al. re- 
garded as one of their most important findings the fact that their 
measures of maternal understanding and of child’s adjustment 
were positively related among all three groups of children studied: 
visually disabled at home; visually disabled in residential school; 
and nondisabled children at home.® At the same time, it must be 
noted that an adolescent blind boy is especially apt to provide a 
stimulus for the exacerbation of neurotic tendencies of others in 
his family and is especially vulnerable to the consequences of 
such exacerbation. 


IMPLICATIONS FOR PLANNING 


Determination of prevalence of blindness. Over the years, the 
American Foundation for the Blind has used whatever sources 
it could to make estimates of the blind population. Generally, 


6 Mary K. Bauman and Norman M. Yoder, Adjustment to Blindness, Re-viewed 
(Springfield, Ill.: Charles C. Thomas, Publisher, 1966), p. 69. 
7 Ibid., p. 70. 8 Cowen et al., op. cit., p. 175. 
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these estimates rely heavily on estimates of the number of per- 
sons using services intended for the blind, such as residential 
schools, special classes, Talking Books, Braille transcriptions, and 
the like. Persons not using these services would not be counted 
in such estimates. Nevertheless, it is probably true that school- 
age children are more likely to be reflected in these estimates 
than preschool children or adults. 

Potentially better statistics are available from the National 
Health Survey, authorized under the National Health Survey 
Act of 1956 by the 84th Congress.® The National Health Survey 
involves three basic programs: the Health Interview Survey, the 
Health Records Survey, and, the Health Examination Survey. Of 
special pertinence is the Health Examination Survey, which “‘col- 
lects data by drawing samples of the civilian noninstitutionalized 
population of the United States and, by means of medical and 
dental examinations and various tests and measurements, under- 
takes to characterize the population under study.” 1° By the use 
of highly sophisticated procedures, a sample of about 7,500 is 
sufficient to provide results which are generalizable to the entire 
population. 

The first Health Examination Survey covered persons between 
the ages of 18 and 79, inclusive, and was conducted between 
November, 1959, and December, 1962. The second survey exam- 
ined children between the ages of 6 and 11, inclusive, and was 
performed between July, 1963, and December, 1965. ‘The survey 
of youths 12 to 17 years of age was begun in March, 1966, and 
ran until early 1970. The latter two surveys were designed so 
that approximately 2,200 children in the earlier survey would be 
examined again in the survey of youths, thus providing longi- 
tudinal data on these children. 

The Public Health Service publishes reports and analyses of 
the surveys on a continuing basis. Although the reports on the 
Health Examination Survey of youths 12 to 17 have not yet been 


9 National Center for Health Statistics: “Plan and Operation of a Health Exam- 
ination Survey of U.S. Youths 12-17 Years of Age,” Vital and Health Statistics, 
Public Health Service Publication No. 1000-Series 1-No. 8 (Washington, D.C.: U.S 
Government Printing Office, 1969), p. 1. 

10 Ibid. 11 Tbid., p. 2. 
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completed, information relating to this group is available from 
previously published reports on the 6-to-11 age group and from 
reports on the Health Interview Survey. The latter gathers in- 
formation on persons of all ages through continuing interviews 
each year on about 42,000 households composed of 134,000 per- 
sons.?? 

Some difficulty in using the National Health Survey reports is 
encountered because different reports use different age cate- 
gories. Thus, one report will use an age grouping of 0-16 years; 
another, 3-16 years; another, 6-11; another, 6-16. Moreover, the 
actual prevalence of severe visual limitation is so low in the 
younger age groups that the sampling error may be relatively 
high. 

With these cautions in mind, we can draw upon the various 
reports to estimate the prevalence of severe visual limitation 
among young males. The Health Interview Survey of 1965-67 
indicated that some 42,000 persons under the age of 17 were 
limited in activity for this reason; 11,000 persons under the age 
of 17 were limited in mobility.1* Expressed as rates, about 60 
persons are limited in activity and 16 persons limited in mobility 
per 100,000 persons under the age of 17. 

In the total population of all ages, there are relatively fewer 
males than females with severe visual limitations, fewer white 
persons than persons other than white, more persons in the South 
than outside the South,* and about half of the visually impaired 
live in metropolitan areas. 

Although among those persons who have some vision, males 
generally have better vision, the rate of severe visual limitation 
among children aged 6 to 16 is twice as high among boys as it is 

12 National Center for Health Statistics: Mary Lou Bauer, “Current Estimates 
from the Health Interview Survey, United States—1968,” by Vital and Health 
Statistics, Public Health Service Publication No. 1000-Series 10-No. 60 (Washington, 
D.C.: U.S. Government Printing Office, 1970), p. 3. 

13 National Center for Health Statistics: Charles §. Wilder, “Chronic Conditions 
and Limitations of Activity and Mobility, United States, July 1965—June 1967,” 
Vital and Health Statistics, Public Health Service Publication No. 1000-Series 10- 
No. 61 (Washington, D.C.: U.S. Government Printing Office, 1971), p. 41. 

14 “Characteristics of visually impaired persons, United States, July 1963—June 


1964,” Table 8, pp. 26-27, and p. 8. 
15 Ibid., Table 7, p. 24. 
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among girls. In the 1963-64 Health Interview Survey it was 
estimated that 24,000 persons in this age group were so severely 
limited visually that they-could not read newsprint. Of these, 
approxmately 16,000 were boys.1° This ratio is mirrored in the 
enrollment of residential schools for the blind, where about two 
thirds of the enrollment are male. 

The Health Interview Survey of 1963-65 investigated causes 
of blindness, to the extent that such causes were known to the 
respondents.!* Among the severely visually limited of all ages, it 
was estimated that 25,000 males were so limited because of con- 
genital or birth factors as compared with only 10,000 females. 
Severe visual limitation was attributed to injuries for 53,000 
males, but for only 21,000 females. The excess of males whose 
visual limitation is due to congenital origin probably is due to 
the greater frequency among males of sex-linked disorders, such 
as retinitis pigmentosa and Leber’s disease (atrophy of the optic 
nerve).!® 

Consequences of small numbers. What are the consequences 
of a condition that is found in only 60 persons per 100,000 popu- 
lation under the age of 17? For one thing, the rarity of the con- 
dition fosters the aforementioned negative attitudes toward the 
blind, encapsulated in an all-pervasive, almost mystical taboo 
that simultaneously embodies pity for the blind and ascribes to 
them mystical, visionary powers. 

Other results of the rarity of blindness include: the general 
ignorance of congenital causes of blindness; the impracticality of 


16 Ibid., Table 2, p. 18. These specific estimates are derived from other data in 
the table. Because of the relatively small numbers, these estimates do not meet 
the National Health Survey’s standards of reliability or precision. Philip S. 
Lawrence, Acting Director, National Center for Health Statistics, points out that 
the Health Examination Survey (Series 11, No. 101) found that, over all, there 
was a slightly lower percentage of boys than girls with visual acuity below 20/0. 
Personal commmunication, July 8, 1971. 

17 Personal communication from Miss Cautilli, Registrar, Overbrook School for 
the Blind, Philadelphia. 

18 National Center for Health Statistics: Ann L. Jackson, “Prevalence of 
Selected Impairments, United States, July 1963—June 1965,” Vital and Health 
Statistics, Public Health Service Publication No. 1000-Series 10-No. 48 (Washington, 
D.C.; U.S. Government Printing Office, November, 1968), Table 4, p. 26. 

19 Curt Stern, Principles of Human Genetics (San Francisco: W. H. Freeman and 
Co., 1949), pp. 218, 230-32. 
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providing adequate training regarding blindness to all human 
service professionals; the unfeasibility of providing special pre- 
ventive and remedial services at the community level; the diffi- 
culty in developing voluntary organizations for this cause at the 
local level; and a tendency for administrators and planners to 
attach more importance and allocate more funds to programs 
which deal with needs felt by greater numbers of people. 

The rarity of blindness also leads to an underuse of services 
which are already available. Thus, for example, the 1963-65 
Health Interview Survey found that among those persons who 
could not read newsprint, only 29 percent had even heard of 
Talking Books, and only 5 percent were receiving them.” Of 
58,000 persons who had had instruction in Braille, only 39,000 
could read Braille, and less than 8,000 were actually using it.?1 

Conclusions and recommendations. In many ways it seems as 
though the blind youth is treated as unique when he should not 
be, and is served the same as others when he should receive 
special treatment. Socially, it would seem that blind males, just 
as do sighted males, require relevant opportunities for sexual 
development by: norma] interaction with girls in the preceding 
developmental years; recognition of puberty as a healthy state of 
budding masculinity; ample provision for social, cultural, recrea- 
tional, and athletic activities; instruction and counseling on the 
realities of sex as it applies to their acceptability as partners in 
sex, marriage, and heterosexual relationships generally; oppor- 
tunities for dating both blind and sighted girls; and programs in 
community education which will emphasize blind male mascu- 
linity. 

In the areas of prevention and services, however, blindness 
does need such special attention as indeed it has received through 
the publications, research, training, and educational programs 
supported by the American Foundation for the Blind, as well as 

from dedicated people in various governmental and voluntary 
institutions and agencies. Much blindness could be prevented by 


20 “Characteristics of Visually Impaired Persons, United States, July 1963—June 
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more widespread genetic counseling to prospective parents and 
more widespread specialized medical attention in emergency 
rooms. Interpersonal problems of adolescence could be relieved 
by more well-informed social workers who, in areas of imprecise 
knowledge such as blindness and sex, tend to fall back upon per- 
sonal experience and common stereotypes.” Perhaps twenty- 
four-hour, regional, toll-free telephone consultation with experts 
in genetic counseling, eye trauma, and counseling of families 
with blind adolescents could be provided through the coopera- 
tion of the American Foundation for the Blind and related state 
and federal agencies. 

We need in-depth studies of families which have successfully 
coped with blind adolescence in order to know the relative im- 
portance of: knowledge about blindness; personality characteris- 
tics of other family members; outside services; the basic desire of 
the blind adolescent to succeed, however success may be defined 
in his view; and the factors specified earlier—age of onset, sud- 
denness of onset, and degree of handicap. 

As should be apparent, we do not take a position on the ques- 
tion of whether or not the blind youth is unique. That is really 
a false issue. We did use it as a taking-off point, however, be- 
cause of the common tendency to adhere to one or another stance 
on the question. For the adolescent blind male in his need and 
right to enjoy healthy heterosexual aggressivity, we suggest: 


There are those who possess the five senses and the sixth sense in 
Maugham parlance, money, who lack vision as they have no percep- 
tion. Although the senses may be important to perception, perception 
can be independent of them for it emanates from the mind and the 
spirit, the compensator nonpareil.?8 


22 Harvey L. Gochros, “Sexual Problems in Social Work Practice,” Social Work, 
XVI, No. 1 (1971), 3-5. 

23 Marcialito Cam, “Good-Time Charlies and Weekend Niggers,” in Guide to the 
Black Man; or “Tell the Truth, White Man” (unpublished manuscript, 1968) , 
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Redesigning a Social Service 
Delivery System 


RUTH M. PAULEY 


A COMBINATION OF ECONOMIC, political, and social fac- 
tors is setting the stage for restructuring our social service de- 
livery systems. The number of people desiring services is in- 
creasing, and the costs of both public and voluntary systems are 
mounting; yet we cannot prove to our own or the public’s satis- 
faction that services rendered produce desirable results. Tax- 
payers are rebelling over expenditures for public services, and 
contributors to united funds are uneasy and questioning; fund 
quotas are unfilled. Users of service, especially minority groups 
and persons of low income, denounce services for their poor 
quality, lack of availability, and inaccessibility. 

The power structure (in business, communications, politics) 
is vocal about demanding change—change that will produce and 
validate results with maximum efficiency. The need for revitaliz- 
ing social services is with us now, and those who do not heed the 
indicators of change will only delay and compound the problems 
they must face later, and surely not much later. 

During the past few years hundreds of experimental programs 
and delivery systems have sprung up across the country. We have 
learned much from these activities, and if we could evaluate 
them effectively, we could learn more. Nonetheless, we are not 
ready to prescribe definitive models for rebuilding, vitalizing, 
and unifying the delivery of social services. But current experi- 
mentation, when viewed in the perspective of the history of ser- 
vice programming and of the experience of its enduring leader- 
ship, makes it possible to delineate essential elements recom- 
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mended for inclusion in a redesigned community social service 
system. 

First, we should set and.understand our goal in redesigning 
social services. Stated succinctly and, as a result, oversimplified, 
the goal is to pull our social service activities together at the 
delivery level in a manner that will assure their accessibility, 
availability, and responsiveness to the needs and desires of the 
people served. Through planning and progressive development 
we should aim for a system that meets the particular needs of 
special groups, such as youth and the aged, and that offers a 
broad and inclusive range of services for all who need and will 
use them. In setting this goal, however, we must accept the real- 
ity that such a system will not spring effortlessly and without pain 
into full operation; rather, such a system can come into being 
only through careful, long-range planning that includes experi- 
mentation and testing of alternative delivery models. 


PUBLIC AGENCY LEADERSHIP 


The indications are that in the future, public social service agen- 
cies will be reestablished in a position of leadership to achieve 
this goal. Almost unobserved, this shift from declining to ex- 
panding influence of the public sector has begun. There are 
numerous evidences of the transformation. For example, at the 
end of the 1970 state legislative sessions, thirty-three states had 
statutes consolidating the delivery of a variety of public social 
service activities.1 As of December 31, 1970, all but three state 
welfare departments had taken tentative steps toward establish- 
ing a distinct public social service program separate from the 
administration of income maintenance. Statewide work load 
separation had been achieved for Aid to Families with Depen- 
dent Children in sixteen states and for Old Age Assistance in 
eleven states.2 The Secretary of Health, Education, and Welfare 
has directed his staff to intensify their efforts to define and imple- 


1 Informal survey conducted by the regional offices of the Social and Rehabilita- 
tion Service, U.S. Department of Health, Education, and Welfare, in 1971. 

2 Internal report of the Community Services Administration, Social and Rehabili- 
tation Service, U.S. Department of Health, Education, and Welfare. 
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ment new modes of service coordination and integration. This 
directive includes consideration of both administrative and legal 
measures to break down artificial barriers among health, educa- 
tion, and welfare programs at all levels—federal, state, and local. 
State and local public welfare agencies are making substantial in- 
vestments in purchase of social services from public and private 
sources. A study made in late 1970 revealed that purchase of 
service by public welfare is bringing public and voluntary agen- 
cies into closer working relationships.? Seven state welfare agen- 
cies have embarked on demonstrations of service delivery which 
will involve them in developing not only purchase-of-service ar- 
rangements but also compacts or working agreements with other 
public and private agencies.* 

Clark Blackburn, General Director of the Family Service As- 
sociation of America, has called for a national family policy, 
responsibility by government to guarantee that our social systems 
are compatible with human needs and goals, and much greater 
involvement of the private sector in a major effort to develop 
and provide enabling and supportive services for the poor.® 


AUSPICES 


In constructing a new community-based social service delivery 
system, consideration needs to be given to the auspices under 
which it is operated. Some one agency or institution must man- 
age the system. In addition to the usual administrative services, 
the functions of management would include planning and eval- 
uation, research and reporting, internal information, manpower 
development and training, and public information. More im- 
portant, however, the management functions would include the 
operation of a master service unit and over-all direction of 
community development and resource mobilization activities. 


3 Purchase of Service, a report prepared for the Community Services Adminis- 
tration, Social and Rehabilitation Service, U.S. Department of Health, Education, 
and Welfare, 1971. 

4 Maine, Montana, North Dakota, Ohio, Pennsylvania, Utah, and Vermont. 

5 Clark W. Blackburn, ‘““The Delivery of Comprehensive Family Counseling 
Services,” Public Welfare, XXIX, No. 1 (1971), 47-56. 
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Through these last two mechanisms the operating agency would 
maintain control over service management, service programming, 
and priorities in resource mobilization. 

The system may be built around an existing agency or institu- 
tion or a new organization may be constituted to manage the 
system. The system may be operated by a governmental unit, 
such as a mayor or county commissioners. It may be managed by 
an existing public agency, such as vocational rehabilitation, a 
mental health center, or a public welfare department. It may be 
built around an existing voluntary agency or institution, such as 
a settlement house, a neighborhood center, a family service 
agency, or a rehabilitation center. The system might also be 
operated by an indigenous group, such as an Indian tribal coun- 
cil. 

The choice of auspices in any one community depends largely 
on: (1) the availability and interest of existing agencies to assume 
leadership; (2) the capacity of an organization to administer the 
system; and (3) the ability of the leadership organization to in- 
spire the confidence both of the consumers and of the existing 
social service agencies in the community. 


STRUCTURE 


It is recommended that the system’s direct services reach the con- 
sumer through a master service unit, functional service units, 
social service resources, and service-facilitating functions. Direct 
services are offered by a team of workers captained and coordi- 
nated by a service manager (SM). 

Master service unit. ‘The master service unit performs five 
functions: reception; outreach; information and referral; emer- 
gency service and crisis intervention; and service planning and 
management. The key person in the master service unit is the 
SM, who, with supporting staff, makes the system’s services avail- 
able to the consumer. The SM identifies and clarifies the con- 
sumer’s need and the kind of help he requires and makes a plan 
with him for the use of the system’s service 

Functional service units. Functional service units are the es- 
sence of the system’s services. ‘They offer specialized services de- 
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signed to prevent, ameliorate, or resolve a specific kind of prob- 
lem or to remove obstacles to attaining a realistic objective for 
the consumer who seeks help. These units perform three func- 
tions: (1) they offer direct services to individuals and groups; 
(2) they assist consumers to locate and use services available by 
compact, purchase, or referral; and (3) they promote the expan- 
sion of service resources and the initiation of new ones as needed. 

One of the major weaknesses in social service programs has 
been failure to clarify our objectives for the people served and 
to define what we mean by social services. Our efforts to explain 
what we do, how we do it, and what results we achieve have too 
often served to confuse rather than to enlighten. In designing a 
service delivery system we must discipline ourselves to define 
clearly: the problems of people; the objectives that are feasible in 
helping people deal with their problems; the activities that may 
be engaged in to achieve the objectives; and how these activities 
may be structured into programs and resources. 

An essential element, then, in a restructured service delivery 
system is the organization of activities around the problems of 
people, with identification of objectives for each such problem. 
Objectives should be stated in terms of a desired, realistic, and 
measurable result for the consumer. The activities engaged in 
would be identified for each problem. ‘These steps lead to orga- 
nizing specialized functional service units within the system. For 
example, one of the most urgent problems that families bring to 
social agencies today relates to home and financial management. 
A community service system might organize a functional service 
unit to help families and individuals use their personal financial 
resources effectively and to maintain a home which meets mini- 
mum standards for health and social functioning. ‘To achieve this 
objective the specialized service unit might be authorized to 
engage in the following activities: 

1. Diagnosis: assist families and individuals to clarify their 
problem and service needs and to make a plan for use of re- 
sources 

2. Evaluation: assist consumers to participate in evaluating 
progress and success in achieving personal objectives 
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3. Counseling: advise, sustain, encourage, bolster, and support 
efforts of consumers to achieve objectives 

4. Information giving , 

. Skilled casework 

Skilled group work 

Consumer education 

Education in home management 

. Education in financial management 

10. Promotion of the establishment or extension of supportive 
community resources, such as legal services, homemaker services, 
buyers’ cooperatives, and credit unions 

11. Assist families and individuals to use community resources 
within or outside the social service system 

12. Identification of gaps in community resources 

13. Establishment and maintenance of cooperative working 
relationships with community resources, including compacts and 
agreements to provide specified services without cost or by pur- 
chase. 

This functional service unit might have staff stationed in a 
community service center and at points of special need, such as 
housing developments, schools, centers for the aged, and small- 
claims courts. Specialized staff in the unit might include nutri- 
tionists, credit union specialists, and home economists. Staff 
might be deployed into the unit from such agencies as the Home 
Demonstration Service, the Department of Health, the Depart- 
ment of Education, the Department of Welfare, and voluntary 
social agencies. 

The number, variety, nature, and location of functional ser- 
vice units are likely to vary from one community service system 
to another. Factors that influence the complexity of the service 
program and delivery structure include density of population, 
concentrations of consumers and potential consumers, concen- 
trations of special problems and needs, transportation, com- 
munications, and geographic considerations. There are major 
problems about which people seek help: health; parental func- 
tioning; education; employment; housing; home and financial 
management; child and youth development; care and protection 
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of children; adult self-care and protection; community participa- 
tion; mental and emotional stress and disturbance; and demor- 
alized and disorganized family life. This classification of prob- 
lems will not be acceptable to all, but it is sufficiently encompass- 
ing to be useful in depicting the boundaries of an inclusive and 
sophisticated social service delivery system. Within these limits, 
infinite variations are possible in program development and 
program structuring. Each community will want to organize its 
own program and system to suit its needs. 

Social service resources and facilitating functions. Service re- 
sources are discrete social service programs and facilities designed 
to support and supplement the broader, more basic work of the 
functional service units. These resources are sometimes called 
“hard” services. They include homemaker services, legal services, 
emergency care centers, and home-delivered meals, among many 
others. 

Service-facilitating functions include activities that are essen- 
tial to and directly support a social service function but do not of 
themselves constitute a service. Examples of facilitating functions 
are licensing, transportation, and foster home finding. 

Social service resources and facilitating functions may be op- 
erated by the management of the system or they may be obtained 
by compact or purchase. When they are included within the ser- 
vice system by whatever means, an opportunity will be created 
to bring greater unity to their delivery. For example, if several 
social and health agencies in the community operate homemaker 
services and they all agree to become a part of the service system, 
any element of competition or overlapping would be easily elimi- 
nated, and gaps in this type of service would be more readily 
identified. The result could only be a more effective service to 
the public. 


AGENCY PARTICIPATION 


Ultimately, the system can operate effectively only if most of the 
major and many of the lesser public and voluntary social agencies 
in the community are willing to participate. Becoming part of 
the system means that agencies offer their services within the 
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constraints of a coordinating mechanism. It means willingness 
on the part of agencies to relinquish a small measure of auton- 
omy to a consumer-centered objective. Public agencies may be 
the first to enter the system as government strengthens its ability 
to unify its fragmented programs. 

There are three possible ways in which service agencies might 
participate in the system: (1) deploy staff into the system; (2) de- 
liver services by compact with the managing agency; and (3) sell 
services to the managing agency. 

Staff deployed into the system would come under either the 
administrative control or the operational control of the managing 
agency. Under administrative control, deployed staff would in 
effect lose identity with their parent agency and become staff of 
the agency managing the system. For the foreseeable future it is 
likely that staff would be deployed under administrative control 
only when the system is operated by a state or local public agency 
having legal authority to consolidate the delivery of a variety of 
public social services. 

Under operational control, deployed staff would receive their 
work assignments from the management agency. They would not 
exercise authority over who would be served or the nature of 
the service plan. These actions would be performed by the SM. 
They would be responsible for how the service plan is carried 
out, and their employing agency would retain technical direction 
of their performance. Deployed staff could work in functional 
service units, service resources, facilitating-service units, or in 
planning, evaluation, and manpower units. They could work 
full or part time. They could give direct services, offer consulta- 
tion, or participate in planning or training. 

Participation in the system by compact or agreement to pur- 
chase would involve an agency in entering into formal agreement 
with the management of the system to deliver a specified quan- 
tity of activities aimed at defined goals, on demand and in ac- 
cordance with service plans developed by the SM and detailed by 
functional service units. 

In whatever manner an agency participates in the system it 
would be subject to certain constraints arising from coordinating 
mechanisms. The agency would: 
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1. Lose control of the decision as to which persons would be 
served and the making of the service plan 

2. Participate in the system’s internal information subsystem 

3. Coordinate its manpower development and training plans 
with those of the service system 

4. Cooperate in program evaluation and assessment of the 
impact of the system’s operation 

5. Conform to plans for making services more easily accessible 


by stationing staff at outreach locations where feasible and 
productive. 


ESSENTIAL ELEMENTS IN THE SYSTEM 


What, then, are the essential elements recommended for inclu- 
sion in a remodeled community social service delivery system? 
Because the three most essential and most controversial elements 
—participation of many public and voluntary agencies in the 
system; service coordination through service management and 
control; and specialization in service delivery—mean convulsive 
change in service programming and interagency relationships as 
well as in organization for service delivery, and because they may 
be or seem to be a threat to the very survival of some programs 
and structures, but mainly because social institutions change 
slowly and with reluctance, these components will be built into 
the system only with the exercise of the highest quality of social 
statesmanship. If the kind of delivery system suggested here is to 
evolve, it will require self-restraint and the concentrated and 
dedicated efforts of many people, including legislators, public 
officials, boards and executives of public and voluntary social 
service agencies, community planners, consumers of service, and, 
most of all, the administrators and staff of many agencies who 
will be called upon to adjust their ways of thinking and working 
and to collaborate as never before. 

There are other elements that are important to the success of 
a new delivery system. Fortunately, these factors are generally 
accepted as necessary to any kind of service delivery system, but 
it is important to mention them here: 

1. There must be provision for planning and evaluation. This 
involves capacity to: 
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a) Gather information about needs in the community, 
resources available to meet these needs, and gaps in re- 
sOUrCeS : 

b) Assess the impact of the system’s operations 

c) Analyze and evaluate this information as a basis for 
program planning 

d) Formulate the system’s goals and operating objec- 
tives. 

2. Resource mobilization should be one of the primary func- 
tions of the system. Community planning and development ac- 
tivity require leadership to, and close collaboration with, other 
planning resources and with state-level actions where statewide 
institutions, public or private, are involved. Resource mobiliza- 
tion is the responsibility of many staff members within the 
system, but over-all leadership, direction, and coordination 
should be lodged outside the functional service units. It is recom- 
mended that the system contain a resource mobilization unit to 
serve as a focal point for community development activities. 
Obviously, the structure should afford close working relation- 
ships among planning, evaluation, and resource mobilization 
functions. 

3. Intimately related to planning, evaluation, and resource 
mobilization is the necessity for an internal information sub- 
system covering the service operations of the entire delivery 
system, including services obtained by compact and purchase. Up 
to the present time, administrators and planners have been 
seriously handicapped by the vacuum in factual information 
about services. ‘The internal information system needs to tell us 
many things, most of which we have never known before, such 
as: the problems people seek help with; what kind of service is 
needed and whether it is available; what kind of service is ac- 
tually rendered; results of service rendered to the extent possible; 
what service resources are employed; and characteristics of the 
people served. 

Luckily, some work is in progress on designing and applying 
internal information systems related to social services.6 Also, the 


6In Maine, Oklahoma, Tennessee, and Wisconsin. 
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Community Services Administration has issued a report of a 
case and administrative services system which includes within a 
case-planning tool provision for reporting on services.7 One of 
the important functions that the information system must per- 
form is identification of gaps in service resources. Also, as services 
are better designed to achieve measurable objectives, the report- 
ing system will be able to tell us whether objectives are reached 
and if not, what went wrong. 

4. The effectiveness of the service delivery system of the future 
will depend in large measure on its success in finding imaginative 
ways of involving consumers of service in program planning, 
development, operation, and evaluation. Appointment of con- 
sumers to advisory boards is only a beginning. All potential ways 
of giving consumers a voice in operations remain to be explored. 
It is strongly recommended that efforts be made to experiment 
with, and test the effectiveness of, various techniques for con- 
sumer involvement. 

5. The system should have a program of manpower develop- 
ment and training which includes: 

a) Differential use of staff, including social workers 
and other specialists and subprofessionals 

b) Employment of consumers of service, youth, the 
educationally disadvantaged, and residents of the area 
served 

c) Use of volunteers 

d) Opportunities for advancement and career develop- 
ment for all staff through in-service training and educa- 
tional opportunities and educational leave 

e) Provision for entry and continuing in-service train- 
ing for all staff and volunteers. 

6. Each community service system needs a public information 
program through which the public learns about: the nature and 
extent of need for services; the kinds of services rendered and 
their results for people served; and gaps in service programs and 
how these lacks affect the community in general. Further, the 


7 Case and Administrative Service System, Community Services Administration, 
Social and Rehabilitation Service, U.S. Department of Health, Education, and 


Welfare, 1970. 
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public affairs staff can arrange to offer certain services on tele- 
vision and radio broadcasts or through the press; for example, 
consumer education, personal financial planning, and health 
education. 

4. We are designing a service delivery system and not a neigh- 
borhood service center. The services that are part of the system 
will be located in such a way as to make them most readily 
accessible to the people who need them. While some centraliza- 
tion of services within the local community is desirable and 
necessary, provisions should be made for locating staff full or 
part-time where people with problems are likely to be. This may 
involve such measures as block workers or neighborhood agents 
in critical neighborhoods and mobile units. It may also include 
stationing staff in courts, penal institutions, police stations, hos- 
pitals, schools, and large industries. 

8. It is hoped that the system will focus on the child and adult 
as individual members of a family and will view the family and 
its needs within the total community. Emphasis should be placed 
on assuring that more families survive under stress and that 
family members help each other. There should be help for both 
parents in their parental functioning whether or not they are 
living with their children. 

These recommendations outline a systems approach to service 
delivery—a system that is goal-oriented and goal-evaluated; a 
system that consolidates and coordinates the activities of many 
agencies and channels them to the people who need them; a 
system that provides the structure and methods for learning what 
the consumer of service needs and will use and establishes the 
activities that are responsive to these known demands. The pro- 
posed system permits utmost flexibility in program auspices, 
agency participation, program content, area served, and organiza- 
tional structure.§ 

A community planning specialist has suggested that organiza- 
tions usually change when change becomes necessary for survival 
and that failure to change may result in an extinct species or a 


8 Building the Community Service Center, Community Services Administration, 
Social and Rehabilitation Service, U.S. Department of Health, Education, and 
Welfare. 
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nation or empire becoming a thing of the past. In a hopeful vein 
he contends that social administrators often respond to pressures 
for change in the interests of the community at large and pro- 
poses that, as these same administrators respond to systematic 
pressure for change, their narrow organizational self-interest may 
be served better by flexibility than by rigidity and resistance.® 
May this flexibility be exercised to bring system to service de- 
livery. 


8 Charles F. Grosser, “Principles for the Management of Change in Government 
Organizations,” Public Welfare, XXIX, No. 1 (1971), 61-67. 


The Voluntary Agency and the 


Purchase of Social Services 


REV. BENJAMIN A. GJENVICK 


I, MAY BE WELL to begin by reminding ourselves what 
service is in its ultimate essentials. Basically, a human service re- 
quires and involves both a relationship and an interaction be- 
tween persons. For its positive effect it depends on the active 
involvement of the client in both the relationship and the inter- 
action. 

Purchase of service + is simply a means for providing partial or 
full third-party payments to cover the cost of a given service. Its 
existence as a means of payment recognizes that certain needs 
require universal availability of service. The use of taxing power 
to provide funding for such availability is deemed essential. 
Further, purchase-of-service arrangements recognize that the pro- 
vision of service under a variety of auspices may increase their 
use, enhance the involvement of clients, and enlarge the benefits 
of the service. 

The voluntary agency that decides to participate in a purchase 
of service arrangement may with that decision break with at least 
some features of its charitable tradition. A charity tradition 
meant that some people gave money to an agency. The agency, 
in turn, gave help to clients. The whole arrangement was built 
on very general accountability and a high degree of trust that 
good was done. 

Purchase of service sets forces of change at work in the volun- 
tary agency. Whom do these forces affect and what is their im- 

1 The meaning and implications of purchase of service have been examined in 
a variety of places. Most recently (July, 1970), the University of Wisconsin—Mil- 


waukee School of Social Welfare sponsored an Institute on the purchase of care 
and services in the health and welfare field. 
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pact? What happens when a voluntary agency decides to sell 
services? Certain new elements are introduced, others assume 
heightened impact, or their effect is speeded up. 

1. Objectivity. ‘The sale-purchase contract/agreement intro- 
duces an additional element of objectivity into agency operations. 

The legally binding contract which is negotiated and signed 
imposes a specific rather than a general accountability and un- 
derlines the agency’s autonomy. A united fund agency, for exam- 
ple, may have had access to deficit financing and emergency fund- 
ing. Some arrangements may continue such a source of back-up 
funding, but the purchase-of-service contract implies that the 
agency would be paid for what it is doing and be capable of 
managing its affairs to deliver what it has agreed to provide. A 
voluntary agency may have had experience with such techniques 
as functional accounting. Typically, such devices impose no 
standards of performance or requirements of productivity. A 
contract does so. 

The agency, having committed itself to a purchase-of-service 
contract, becomes accountable to deliver a specific service, at a 
definite price, to particular persons or groups of persons, during 
a specified time. The specific accountability of a contract imposes 
an objective standard of performance not typical of historic 
voluntary agency practice. Under a contract, the impact of this 
objectivity reverberates throughout the entire agency. 

2. Cost-price. Cost-price overshadows income-expense as a basis 
for agency fiscal concern under a contract for purchase of service. 

Historically, voluntary agencies have planned, budgeted, and 
controlled their expenses in terms of available income. A success- 
ful fiscal year showed a balanced financial statement with pos- 
sibly a slight surplus, or at least no sizable deficit. Purchase of 
service can provoke the realization that fiscal soundness, mea- 
sured by a balanced budget which swells the pride of board and 
corporate members, really says little if anything about an agency’s 
value or effectiveness. All a balanced budget says is that no more 
was spent than was received. The people who operate the agency 
know how to cut their garment to fit their cloth. 

Now why does purchase of service bring about a change in 
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this situation? First, the agency must define the service it pro- 
poses to sell. It must determine the cost of producing the service. 
It must price the service. ‘Finally, it must deliver the service at 
the stated price. Further, it may be competing with someone 
else who is doing the same thing and may propose a lower price. 
Cost-price imposes a tough, objective factor on agency operations. 
It forces sharp scrutiny of what is done, methods used, people 
using them, and, most importantly, of results. 

3. Productivity. Under a purchase-of-service contract, produc- 
tivity overshadows caseload as a paramount concern. 

From time immemorial voluntary agencies have counted cases. 
More recently, interview counts have been used to measure 
social worker activity. Under a contract some additional ques- 
tions must be asked: What does a social worker cost? Does he 
earn his keep in purchase payments? Does his effectiveness justify 
his employment? Or is he simply going through the motions? 

The first two questions concern agency economic survival; the 
second two, agency survival with integrity. 

Under a contract the agency quickly realizes that it is buying 
time. Everyone is forced to ask how time is used and what it 
costs. But also, the arrangement forces a look at the external 
conditions of the agency’s operation. How do these conditions 
affect agency productivity and effectiveness? Is it possible to 
change these conditions? For example, when an agency contracts 
to serve a group of clients for the local public welfare depart- 
ment, must it also insist that a correct, current address be given 
for these clients, or that it be paid to make a search? To do less 
may waste an inordinate amount of time and break the agency 
financially. 

4. Achievement. Accomplishment with a client overshadows 
professional pedigrees. 

Like few other developments, purchase of service forces the 
issue of differential use of staff. The total task must be analyzed 
in terms of its component parts: the needs of the people served; 
steps to serve them; knowledge and skill requirements. The most 
effective and efficient over-all assignment of social workers with 
bachelor’s and master’s degrees, paraprofessionals, secretarial and 
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clerical staff must be worked out. Importantly, through better 
work organization, the social worker with the master’s degree in 
social work increasingly serves as the expert practitioner, teacher, 
supervisor, applying his time to those situations that demand this 
level of competence. Thus purchase of service has the effect of 
upgrading the highly educated professional since it both requires 
and frees him to practice professionally. Further, it offers addi- 
tional helping resources to clients and opens opportunities for 
meaningful service to persons at various levels of knowledge. 

5. Service quality. There is a new urgency in respect to service 
quality. 

No really satisfactory definition of service quality or the basis 
for its measurement have been established. Educational attain- 
ments of staff, provision of supervision and consultation, amount 
of time spent with the client, and similar approaches have been 
tried. The problem appears to be that service quality ultimately 
must be measured in relation to something outside the agency— 
what happens in the life of the client—whether the client is an 
individual, a group, or a community. In that life a host of forces 
and variables are at work. How can a service be identified as the 
essential, effective variable in any change that occurs? 

The problem of quality requires handling intangibles that 
ultimately may turn out to be immeasurable. How does an 
agency that may in fact offer quality services, services that pro- 
voke important and lasting changes in people’s lives, quantify or 
at least demonstrate that quality—and do so in the face of 
competition from cost-cutting competitors who provide a bare 
minimum of service? 

6. Organizational functioning. Each level and function of 
management is placed under new scrutiny. Each one represents a 
cost. What is that cost? What results are achieved by its expendi- 
ture? Are the results necessary to deliver an effective service? As 
the scrutinizing analysis continues, new, sharp questions are 
raised about the selection and direction of staff members, Are 
people delivering the results that they were employed to pro- 
duce? Decisions that were made casually by hunch suddenly are 
raised for deliberate examination. How much time is devoted 
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to delivery of service and how much to staff development? What 
should be the mix between these elements? How much staff 
development is enough and on what basis is such a decision to 
be made? 

Larger issues are posed, too. Historically, a voluntary agency 
did more than deliver a service. It assessed and illuminated com- 
munity need. It promoted, even developed, legislation. It partici- 
pated in devising new and enlarged means of serving need. 
Under purchase of service, who pays for these efforts? How can 
the agency compete with individuals or organizations that partic- 
ipate in no such efforts and consequently incur none of their 
costs? 

7. Fiscal planning. This demands new sophistication. 

Typically, the voluntary agency has dealt with operating and 
capital costs as its major categories of accounting. Operating 
funds were supplied by united funds, individual or sponsor con- 
tributions, and client fees. Capital costs were covered by infre- 
quent major campaigns, bequests, and occasional donations. 
Under purchase of service, refined fiscal planning based on new 
assumptions becomes essential since certain kinds of depreciation 
are a permitted charge. 

Operating costs must be broken down, not simply into the 
usual categories of salaries, rent, telephone, but in terms of the 
agency’s promise to deliver specified service under a contract. 
Various stages in service operation must be recognized: planning 
and development; initiation and refinement; routine operation. 
The costs vary at each of these stages, and financing must be 
planned either from purchase payments or from some other 
sources. 

Or another breakdown may be useful: operating costs-routine; 
program development; capital. For each of these costs there must 
be a source of funds and there must be a plan to obtain those 
funds. Before an agency jumps precipitately to sign a contract, 
it must anticipate what it is getting into and make certain that 
it has the resources to cover the cost. All of this says that the 
agency involved in purchase of service is required to function at 
a high level of awareness and understanding of what it is doing 
now and hopes to do in the future, 
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8. Professionalization. ‘Total professionalization of the agency 
becomes essential under purchase-of-service arrangements. 

Historically, voluntary agencies have professionalized their 
service delivery operations. This step was certainly essential to 
providing a valid service. But purchase of service demands that 
professional practitioners be backed with a corps of other profes- 
sionals whose competences they lack, but which are essential to 
their effective functioning. To mention only a few, profession- 
ally developed, consistent management information both fiscal 
and service becomes mandatory. Every person in an agency who 
makes a decision that affects the agency’s cost and income is a 
manager, and he requires accurate, timely, and appropriate in- 
formation on which to act. The selection and analysis of such 
information are highly specialized professional functions which 
cannot be delegated to a clerk or bookkeeper. 

The general management of the agency is required to function 
at a new level of sophistication. Management by rule of thumb 
is out. Management from principle, knowledge, and studied skill 
is in—management with highly tuned sensitivity to the internal 
and external worlds of a “people business,” for that is what a 
service organization really is. 

g. Complexity. Under purchase of service an agency assumes 
added complexity. One aspect of this complexity is seen in ques- 
tions asked about the meaning of voluntary sponsorship apart 
from voluntary funding. This issue must be faced and analyzed 
for each individual agency’s situation. Appropriate means must 
be taken to maintain sponsor-agency relationships and agency 
character if it is to remain a voluntary agency. 

A mixed funding pattern including purchase of service, united 
fund, and direct-contribution incomes poses major issues of ob- 
jective and function. What are the purpose and use of various 
funds? How is income from contributors to be maintained in the 
face of large purchase payments? Is it essential or even important 
that an agency have fiscal sources other than purchase-of-service 
payments? 

Relationships with clients take on a new aspect when pay- 
ments for the services delivered to them are made by government 
under a purchase-of-service contract. How is the confidentiality 
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of the agency-client relationship to be respected? What impact 
does it have on the client’s relationship with the agency to know 
that his name and case number are transmitted to a public wel- 
fare department as a part of an invoice for payment, and that 
at least some aspects of the agency’s contact with him are subject 
to governmental inspection? 

What happens to service quality when a contract limits the 
amount of time which an agency may spend with a client? Can 
an agency maintain its integrity and simply provide what a 
contract allows, or does it offer what a client needs? If so, who 
pays the bill? This is not to say that the issues cause dilemmas 
that are impossible and problems that are insoluble, but it is to 
say that the agency which enters a purchase-of-service contract 
must be prepared to consider and resolve a host of issues. 

This outline of nine aspects of purchase of service can be 
related to various parties to an agency’s existence. First, the 
agency’s sponsoring constituency cannot ignore the impact of 
purchase arrangements. What character can the constituency con- 
tinue to give to an agency operating under contract, with many 
of the conditions of its functioning subject to negotiation and 
even competitive bidding? How will the constituency continue 
to use an agency? Certainly one aspect of purchase which de- 
serves renewed emphasis is the employment of volunteers to 
enrich the paid-for services and also sustain the active participa- 
tion of its sponsoring group. 

The board of directors of an agency engaged in contract work 
must ask with new force: What business are we in? Whom do 
we work for? The government? Our contributors? And what do 
we do for each one? A searching examination by the agency 
board is essential before an agency signs a purchase contract. The 
board must be prepared at all times to reexamine its past com- 
mitments and to determine whether the terms of a contract ex- 
ceed the distance it will allow the agency to go. The board is 
challenged anew to sustain its interest and concern when some 
of its decision-making responsibilities are subsumed in a contract 
arrangement. On the other hand, under purchase arrangements 
a board is free to explore—perhaps as never before—the possi- 
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bilities of new areas of activity where the agency can demonstrate 
a need and can convince a purchaser that it should pay to have 
that need met. 

The management of an agency that is party to a purchase-of- 
service contract is required to develop an objective, tough- 
minded approach. What business do we take and what do we 
turn away? How do we uncover need and move into new fields? 
How do we sell a need and a service? How at once are produc- 
tivity and cost controlled and professional investment in the 
client maintained? As never before, management is pressed to 
engage in long-term planning, to ask the hard questions, and to 
answer them before a crisis forces them on the agency and even 
threatens its existence. 

Staff are challenged under purchase of service to maintain 
both quality and quantity of service under a new set of con- 
straints. At the same time, they are required to exercise a new 
level of imaginative resourcefulness in exploiting all the poten- 
tialities which a contract arrangement may afford. They must 
accept and use a new concept of teamwork and utilize manage- 
ment information and facilitate staff services as never before to 
direct and carry out their own activity. 

Purchase of service challenges voluntary agencies to new ways 
of thinking about themselves. Its potential rests in the imagina- 
tive power of that thinking. The excitement and the opportunity 
which purchase of service offers are in the urgency to escape 
negative aspects of an agency’s charitable past, while maintaining 
the profound motivations of that past even as the agency pursues 
higher productivity, greater effectiveness, and benefits to clients. 


Improving the Partnership between 


Private Foundations and Social 
Welfare Programs 


SAMUEL J. SILBERMAN 


‘Tae FOUNDATION CENTER reports for 1970 that 17 per- 
cent of foundation grants over $10,000 were for welfare, as con- 
trasted to 36 percent for education. Since we all know that 
foundations are not short of requests for their funds, it must 
be apparent that if there is to be any change in this proportion, 
the social welfare community will have to take the initiative. 
But “improvement” implies more than money, and true partner- 
ship is more than a structural relationship. Healthy partnerships 
must be built on mutual interests, shared objectives, and com- 
plementary efforts to achieve common goals. 

Perhaps it would be well to expand a bit on this matter of 
shared objectives. First, it is necessary to determine whether or 
not a particular institution has a contribution to make to the 
granting foundation in helping the foundation reach its objec- 
tives. It is also necessary for the requesting agency to have defined 
its own objectives in concrete terms, so that the foundation can 
judge what it is being asked to support. Too often a request for 
money is made in terms of institutional needs rather than insti- 
tutional objectives. 

Also, there must be a willingness to share, which means discuss, 
consult, explain. About four years ago the undergraduate depart- 
ment of social sciences of America’s most prestigious university 
announced that a grant used for special projects by students had 
run out and that this very productive and stimulating program 
would have to be curtailed. I made an appointment, saw the 
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head of the department, explained the objectives of the Silber- 
man Fund, suggested that perhaps certain future projects would 
fall within our areas of interest, and asked if I might see the 
titles of the projects which had been completed. I was viewed 
with great suspicion, advised that no such list was available, and 
that the department could not allow outsiders to dictate the 
nature of the projects—an interesting conclusion on his part. 
That ended the interview. 

Private foundations have a broad diversity. There are personal, 
family-type foundations. There are corporate foundations. There 
are special-purpose foundations. And there are private founda- 
tions of the granting type. The only generalization which can be 
made about private foundations is that they are highly individ- 
ualistic. Requests for grants may be divided into two general 
groups: project grants; and requests for general program support, 
including capital requirements. In most cases, foundations which 
make project grants have some professional staff or consultants 
and are reasonably well-informed and sophisticated in their de- 
fined fields of interest. 

I would not presume to attempt classification of all the projects 
which granting foundations would find interesting. There are a 
few general types, however, which cut across many of the spe- 
cialized interests of the foundations and of social agencies. In- 
cluded, for example, would be those which undertake critical 
evaluation of the effectiveness of services rendered. It is no 
secret that evaluation in the field of social welfare is extremely 
difficult—certainly more so than in either health or education. 
Were a request granted to finance evaluation, the requirements 
could not be satisfied if the project simply justified present prac- 
tice or took a retrospective look. New criteria for quality of ser- 
vice would need to be established; not, as currently accepted in 
many quarters, equated to the input of the staff rather than the 
output. I wonder to what extent agencies are prepared to estab- 
lish necessary data systems, prepare a sound design for objective 
evaluation, implement it, follow a consistent operating policy 
during the study, and abide by the results. 

Another area of general interest is the developing and testing 
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of innovative methods with promise of greater effectiveness or 
greater cost benefit. Foundations are not unaware of the millions 
of dollars spent for demonstrations. Take, for example, those 
under the Office of Economic Opportunity. Many of them were 
good. It is interesting how few of the good ones were put into 
practice. A demonstration, if successful, should imply a commit- 
ment to implement the findings as part of an ongoing program. 
I predict that foundations in the future will not let social 
workers ‘‘do their thing” unless they are willing to keep doing it. 

Then there are grants which are intended to stimulate new 
directions and new relationships, interagency, interdisciplinary, 
which require flexing the vested interests of institutionalized pat- 
terns. How few grant requests are ever made in order to reorder 
priorities, to implement mergers, to facilitate common use of 
specialized equipment and facilities. How much investigation 
and how little action are expended in changing the utilization of 
manpower at different levels of education and skills. We are apt 
to accept too many rigidities based on past practice, and it is a 
big question whether or not, in many cases, being a good col- 
league has not taken precedence over taking the hard look. 

If one thinks about the implications and obligations of even 
these few grant areas, it might be questioned whether on these 
terms many agencies might not prefer the status quo to an im- 
proved partnership with the foundations. 

A word must be said about integrity. I am sure we agree that 
it is unprofessional, indeed dishonest, to distort facts. For ex- 
ample, if an approach to service is new to the agency, but not to 
the field, the word “innovative” needs definition. Not long ago 
the Silberman Fund’s Grant Committee turned down a request 
from a well-known agency for money to prepare for publication 
material which was published in 1968 in book form by an 
author in cooperation with the same agency. The new format 
was merely to get around copyright restrictions. This fact first 
came to light in the course of our investigation; it was not volun- 
teered in the original request. We learned our lesson by being 
burned previously by another prestigious agency which accepted 
money and then did a rehash of some of its own work. It is 
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equally questionable to seek a grant when a program is not 
within the competence or the objectives of the agency. While this 
tactic usually starts with a request for government funds, it is apt 
to result in a fashion-following agency which is always planning 
something new and exciting but has a minimum of solid, func- 
tioning programs. As Eugene Black, former head of the World 
Bank, said about Brazil: “Brazil will always have a great future 
and no present.” 

In considering a request the Silberman Fund requires the fol- 
lowing information: 

1. Project name; purpose and historical background of prob- 
lem to which project is directed 

2. Objective of the proposal; plan of development; expected 
results; and method of evaluation 

3. How and by whom results will be used and whether the 
results will lead to new methods, changes in practice or service 

4. Complete information concerning personnel 

5. The complete budget 

6. The project calendar, including stages and times when 
partial results and progress reports will be available 

7. Whether similar projects have been undertaken previously 

8. Whether support has been or is being requested of other 
foundations 

g. Name of organization sponsoring or proposing project; 
copy of its U.S. Treasury Department letter of tax-exempt status; 
or suggested procedure by which the fund can fulfill its expendi- 
ture responsibility. 

These requirements are not too different from those of most 
foundations. If an organization cannot answer such questions, it 
should rethink the project! 

The subject of requests for support of ongoing programs and 
capital needs opens up the whole field of fund raising and fund- 
raising practices. Private foundations are really not substantially 
different from any others that make this type of contribution. At 
the outset, face the grim reality that no group which hates fund 
raising as much as the social welfare people do, can be successful 
at it. Unfortunately, raisimg money has acquired so unsavory a 
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connotation that the program people quarantine themselves from 
the process, hold the fund raiser in low esteem, and, in many 
cases, feel superior to the donors. Condescension based on intel- 
lectual snobbery wins few friends. A better future partnership 
between social welfare and the giving public will require four 
major changes: (1) a change in concept; (2) a change in attitude; 
(3) a change in structure; and (4) a change in techniques. 


CHANGE IN CONCEPT 


It is significant that in schools of social work teaching community 
organization, discussions of constituency development are con- 
fined to the process of organizing a client group, but assiduously 
avoid the process by which an agency constituency is developed. 
Constituency consists mostly of lay people, perhaps less knowl- 
edgeable in the specifics of the field, but mighty sophisticated 
nevertheless, whose judgments set policy—sometimes for a foun- 
dation; sometimes for a corporation; sometimes for a group; 
sometimes for themselves. In any case, the task of the agency will 
be to educate through involvement. This requires time, effort, 
and patience. It is a process which must develop an understand- 
ing of the agency and its services and its relevance to the needs to 
which particular people can feel responsive. It must answer the 
question which has nothing to do with money: why should people 
be part of your constituency? Money comes later. 

A New Look at Field Instruction, by Rothman and Jones,' 
which concerns practice skills in community organization, misses 
the need for agency constituency. “Fund raising” is listed under 
promotional skills along with public relations and speaking. 
No mention is made of the prerequisite of an organized constitu- 
ency from which to raise funds. I urge agencies to give high 
priority to developing a group dedicated to the objectives of the 
agency. Interestingly enough, this may be a new concept as tied 
to fund raising, but it is merely an extension of community orga- 
nization to an additional group. 


1Jack Rothman and Wyatt C. Jones, A New Look at Field Instruction (New 
York: Association Press, 1971). 
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CHANGE IN ATTITUDES 


No matter how it is rationalized, it is inappropriate for a pub- 
licly supported agency to assume the attitude that it is a private 
preserve or sacred turf. 

Learn how to tolerate working with those who can help you, 
as well as with those whom you can help. 

If you really are superior, that superiority is based on person 
not position. An open mind and heart attract people. People of 
influence and affluence enjoy new learning experiences, will ac- 
cept challenges, and can be stimulated to give of self and means. 
Internally, one must value every colleague, whatever his func- 
tion, and most particularly, one must value the colleague who is 
charged with the responsibility for resource development. 


CHANGE IN STRUCTURE 


An agency must accept the fact that it is the person searching for 
resources who interprets its efforts to the world, not the social 
worker. The quality of his presentation and interpretation of 
the agency determine how the public sees the agency. And so it is 
essential that this person be an important and integral part of 
every agency function and program. He must understand the 
most subtle nuances of the agency and its service in order to be 
an effective constituency organizer. Every agency person has an 
obligation to assist, even if it means doing some leg work. In 
smaller agencies where the development function is included in 
the job description of the executive, he must make development 
a recurring topic for staff meetings. If the status of fund raising 
were elevated, then perhaps some of the shoddy practices would 
disappear. 


CHANGE IN TECHNIQUE 


Even if there were nothing new to offer, just stopping some of 
the present practices would help: purchased lists, which include 
old addresses; obsolete lists of organization officers, including the 
dead; inactive foundations; pseudo-personalized letters; form 
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letters. (We are now answering form letters with a form letter.) 
Then there is the deceptive appeal, such as the request, received by 
the Silberman Fund, to support a $273,000 program for eighteen 
adolescent boys for one year—$200,000 of which would be used 
to repair a boat. And there are requests to expand expensive 
services to an unrealistic figure. The National Hemophilia Foun- 
dation presently serves 100 people at a cost of $22,000 each per 
year. They appeal for $2.2 billion to expand service to 100,000 
people, but not a word is said about trying to reduce costs. There 
are financial “crisis” appeals without a word of explanation as to 
how the crisis came about and what is being done to cure it, 
other than soliciting contributions. 

I believe that new techniques will evolve through experience 
as a result of a new concept, new attitudes and a new structure. 
One evolution certainly will take place: social work will become 
more a part of the larger community, and the community will 
become more a part of that profession. 

I must stress the following six points: 

1. Initiative to improve relations with private foundations 
must come from the social welfare community itself. 

2. Partnership means shared objectives and all it implies. 

3. Accepting project grants usually means accepting obliga- 
tions. 

4. Developing general support means developing an involved 
constituency. 

5. Foundations must be approached individually, either in 
connection with their stated interest or to stimulate their interest. 

6. Success will require substantial changes in the attitude of 
the social welfare community toward resource development. 

If social welfare really does want a better partnership with the 
foundations and is prepared to assume its obligations, there is 
a great opportunity. Frankly, I feel that the whole professional 
establishment has an obligation to become involved in seizing 
that opportunity. It would be anomalous to play the role of 
advocate for your client in all his needs except that of securing 
the money which will allow you to serve him better. 
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